EYE, EAR, NOSE AND THROAT NUMBER 


THE JOURN 


OF THE 


AMERICAN 


OSTEOPATHIC 


ASSOCIATION 


Vol. 48, No. 8 


212 East Ohio St., Chicago 11, Ill. 


April, 1949 


gram chairman. 


FIFTY-THIRD ANNUAL CONVENTION 


HE City of St. Louis will be host to the Fifty-Third Annual Convention of the 
American Osteopathic Association, July 11 to 15 inclusive. Dr. George R. Shoe- 
maker, St. Louis, is general chairman, and Dr. K. R. M. Thompson, Chicago, is pro- 


This convention will highlight osteopathy’s DiaMonp JuBiLee YEAR. The many 
excellent teaching sessions on the prevention, diagnosis, and treatment of disease, the 
business and social functions, all offer a great opportunity to celebrate and pay tribute 
to the seventy-five years of osteopathic progress. 


Hotel reservation blanks for the St. Louis convention were supplied for your con- 
venience in the March issues of both THe Forum and THe JourNnaL. Make reserva- 
tions now so that you will not be disappointed in the choice of hotel and rooms. 


This brand new annual volume is completely dif- 
ferent from any other book that has ever been pub- 


for every disease you are likely to encounter in gen- 
eral practice. The material was gathered in this way: 
the Board of Consultants (listed below) picked the 
specialist whom they considered to be using the best 
treatment known to medical science today for a given 
disease. The specialist then wrote down, especially 
for this book, a complete and detailed description of 
the therapeutic method he is using. Notice that the 


W. B. SAUNDERS COMPANY 


Ready Now! 1949 CURRENT THERAPY 


lished: it gives you the best treatment available today 


information given here is not excerpted from the lit- 
erature, is not in any way experimental. Each treat- 
ment is being used today by the authority who 
describes it for you. The book is large (8’x11”) and 


is set in easy-to-read double column format. 

The Board of Consultants: Drs. Howarp F. Conn, Editor; 
M. Epwarp Davis, University of Chicago; Vincent J. Derses, Tulane 
University; Garrietp G. Duncan, Jefferson Medical College; Hucn J. 
Jewett, The Johns Hopkins University; Witt1am J. Kerr, Univer- 
sity of California; Perrtn H. Lone, the Johns Hopkins University; 
H. Houston Merettt, Columbia University; Paut A. O’Leary, Uni- 
versity of Minnesota; Warter L. Parmer, University of Chicago; 
Hopart A. Retmann, Jefferson Medical College; Cyrus C. Srurats, 
University of Michigan; Rosert H. Witi1ams, University of Wash- 
ington. 672 pages, 8”x11”. $10.00. New—Just Ready. 


West Washington Square, Philadelphia 5 
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. The prophylactic use of penicillin 
tends to reduce postoperative 


Crystalline 


inflammation of the oral mucous 
) membrane and the incidence of infection 


... There is less postoperative pain 


and healing is more rapid.” Faier, A.D.: 
The Prophylactic Use of Penicillin in Dental 
Surgery. Dental Digest, 153:336, July, 1947. 


For either prophylactic or therapeutic purposes, Bristol CRYSTALLINE 
PENICILLIN G TRocHES with Benzocaine provide an efficient means for 
controlling intraoral infections due to penicillin-sensitive organisms. 
Inserted into the buccal sulcus, the troche dissolves slowly, directly bathing 
all accessible mucous membranes with an effective and prolonged con- 
centration of penicillin. In the presence of painful, inflammatory or trau- 
matic mouth lesions, the local anesthetic effect of benzocaine will be found 
especially desirable. 

Each pleasantly flavored troche contains 5000 units of Crystalline 
Potassium Penicillin G, and Benzocaine, 5 milligrams. They are available 
from your usual source of supply in bottles of 20. 


Bristol 


with Benzocaine 


LABORATORIES !NC. 
SYRACUSE, NEW YORK 
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PICKER 
Here’s a low-priced combination x-ray unit 
that’s exactly right for moderate routine demands. 
It’s versatile ... you can do fluoroscopy and radiography, combination 
both, with it. It’s simple and safe to operate... adap Cpa 
compact, space-conserving, and economical too. 
The table, equipped with a built-in Bucky diaphragm, 
does double duty as an office examination and treatment table. 
And you can have it powered to suit your particular needs 
(with a generator of 15 ma, 60 ma, 
100 ma or 200 ma capacity, optionally). 
The “Comet” combination x-ray apparatus is built 
to high Picker standards, and backed 
by alert Picker Service (there are branches and 


service depots in principal cities). The coupon here 


will bring details promptly. 


built by 
serviced by 
guaranteed 


and worth investigating now 


1 
4t's easy! 
asy! 
pickER X-RAY CORPORATION 
300 Fourth Avenue —New York 10, n.Y- 
by od o Please send me details of the 
picket “Comet” x-ray apparatus: 
xray Please have your representative call. 
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USEFUL and UP TO DATE DAVIS BOOKS 


Young and Miller’s 


HANDBOOK OF ANATOMY 


Revised by 
George W. Miller, M.D., F.A.C.S. 


Professor of Anatomy, Temple University 
Dental School 


9th Edition. 484 Pages. 142 Illustrations. 


4 in Color. $5.50 


PERIPHERAL VASCULAR DISEASES 


by 
David W. Kramer, M.D., F.A.C.P. 


Associate Professor of Medicine, Jefferson 
Medical College 


630 Pages. 157 Illustrations. 25 in Color. 
$8.00 


HANDBOOK OF TREATMENT 
and MEDICAL FORMULARY 


Charles M. Gruber, Ph.D., M.D. 


Professor of Pharmacology, Jefferson 
Medical College 


594 Pages. Semi Flexible. $7.00 


DIAGNOSTIC SIGNS, REFLEXES 
and SYNDROMES 


By 
W. E. Robertson, M.D., F.A.C.P. 
Emeritus Professor of Medicine, Temple 
University, and 
H. F. Robertson, B.S., M.D., F.A.C.P. 


Associate in Medicine, University of 
Pennsylvania 


Third Edition. 389 Pages. $4.50 


For more than 45 years this Handbook of Anatomy 
has stood at the head of condensed works on the sub- 
ject. As a handbook this new ninth edition is very 
complete, giving just enough description and no more. 
Nomenclature has been made to conform with B N A 
recommendations, the illustrations have been im- 
proved and the entire book designed both for read- 
ability and rapid understanding. The entire arterial 
system is shown in full page color plates and the nerv- 
ous system in double-page half-tone plates. It is a 
complete and concise manual of anatomy including 
numerous tables. 


Dr. Edward L. Bortz says in the foreword “Here is a 
volume that squarely meets the needs of the modern 
practitioner.” Based on the treatment in 3000 cases, 
the methods found to be most satisfactory in actual 
practice are stressed. Both diagnosis and treatment 
are from the office point of view with emphasis on the 
methods that may be immediately applied. Treatment 
is discussed in detail and includes the newest forms of 
therapy, such as histidine, ether, etamon, heparin, 
dicumarol and the antibiotics. It is a practical book 
that will help to detect conditions linked with vascular 
disorders and to treat them most effectively. 


Here is a miniature Cyclopedia of general and emer- 
gency practice that is new and authoritative. Dr. 
Gruber’s book reflects the most recent progress in the 
use of the newer therapeutic agents and procedures 
and gives adequate space to the older remedies. The 
various phases of each disease or condition, the thera- 
peutic suggestions by able internists, the causative 
agents, the symptoms and physical findings, as well as 
the best forms of treatment are presented concisely 
and clearly. The prescriptions—nearly 1500—are writ- 
ten in English and Latin with doses in both the Metric 
and Apothecary systems. 


The Diagnostic Signs, Reflexes and Syndromes have 
been gathered from all sources, standardized and sys- 
tematized in this book. Under their own heading the 
signs, reflexes and syndromes are described with their 
indications and occurrences given. Under the names 
of the various conditions, diseases, parts and organs 
are listed the signs, reflexes and syndromes pertaining 
to them. The diagnostic factors, so thoroughly organ- 
ized in this edition, will be a great help in the study 
of the patient at the bedside. 


F. A. DAVIS COMPANY 


In Canada: THE RYERSON PRESS, TORONTO 
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THIS EMBLEM is displayed by re- 
liable merchants in your community, 
* Camp Scientific Supports are never 
sold by door-to-door canvassers, 
Prices are based on intrinsic value. 
Regular technical and ethical train- 
ing of CAMP fitters insures precise 
and conscientious attention to your 
recommendations. 


CAMP SCIENTIFIC SUPPORTS are 
prescribed and recommended in many 
types for prenatal, postnatal, post- 
operative, pendulous abdomen, vis- 
ceroptosis, nephroptosis, hernia, ortho- 
pedic and other conditions. If you do 
not have a copy of the Camp “Refer- 
ence Book for Physicians and Surgeons,” 
it will be sent upon request. 


YOUR PATIENT’S MONEY: 
Economic conditions have shown 
many swings during the four decades 
of CAMP history. But Camp prices 
have always been conscientiously 
based on intrinsic value. These mod- 
erate prices coupled with the func- 
tional efficiency and superb quality 
of Camp Scientific Supports, long 
recognized by the profession, mean 
true economy to the patient. 


S. H. CAMP and COMPANY, JACKSON, MICHIGAN 
World's Largest Manufacturers of Scientific Supports 


Offices in New York * Chicago * 


Windsor, Ontario * London, England 
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AN ANNUAL ASSAY OF | PROGRESS 


A new approach to graduate medical literature—pithy, concise, 
didactic—designed for ready reference to immediate implementation 
in daily practice. Under editorial direction of Dr. John B. Youmans, 
men such as Morgan (INTERNAL MEDICINE), Whitacre (OBSTET- 
RICS AND GYNECOLOGY), Poncher (PEDIATRICS), Cole (SURGERY) — 
a total of 23 clinicians and teachers of authority —distill the year’s 
advances in trends—procedures—technics—therapy and present 
their findings in original contributions, written in narrative style. 


This annual might well be regarded as a substitute for a post- 
graduate course. It saves hours of reading time and reference. It 
brings to the general practitioner what is new and practical—how 
it can be applied in everyday medicine. Here is the economical 
way to analyze latest medical achievements—what to accept and 
what to reject for modern medical eee is condensed and pre- 
sented in one volume. $5.00 


Timely—Checked and edited up to press time—One printing 


J.B. LIPPINCOTT COMPANY + PHILADELPHIA 5, PA 
Please enter my order and send me when ready: © MEDICINE OF THE YEAR, First Issue, 1949, $5.00 


City, Zone, State..... .. O Charge my account 
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FOR “PRESCRIPTION ACCURACY” 


this name 
Protects 


your 


recommendation 


WHEN YOU PRESCRIBE Carnation Evaporated 
Milk in an infant feeding formula, you can 
be completely confident of these qualities: 
Rich, whole cow’s milk, concentrated by 
evaporation to double richness, in milk food 
values; homogenized, enriched in vitamin 
D, and sterilized after it is sealed in the air- 
tight can. The safety, uniformity and nutri- 
tional value of Carnation Milk are assured 
by “prescription accuracy” at every step of 
its processing~in Carnation’s own plants 
under Carnation’s own vigilant supervision. 


That is Carnation quality; a tradition now 


almost fifty years old...It explains why 
nation-wide surveys show more babies are 
fed on Carnation than on any other brand 
of evaporated milk. 


And it explains why so many doctors rec- 
ommend Carnation Milk for infant feeding, 
with confidence. Every member of Carnation’s 
organization is constantly aware of his re- 
sponsibility to you, to maintain the high Car- 
nation standards which have earned the con- 
fidence of the medical 
profession for almost <-> 
a full half-century now. 


The Milk Every Doctor Knows 
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GENERAL ELectric’s new Model E Inducto- 
therm has been approved by the FCC and 
the Canadian Government on the new Inter- 
national Frequency of 13.56 megacycles. Sim- 
plified... mobile...with the new contour 
electrode . .. the Model E Inductotherm brings 
deep heat within your reach. 


It’s the new Inductotherm! The Model E electromag- 
netically induces and maintains an active, controlled 
hyperemia. Deep heat helps to combat infection, to 
eliminate waste products, to relieve congestion and 
to repair injured tissue. 


Easy to use. The new Inductotherm rolls easily into 
position on large casters. The streamlined top has a 
recessed control panel for easy operation — clear visi- 
bility. Treatment timer simplifies application. 


Easy to apply. The handy contour electrode makes 
treatment fast and simple. Electrode conforms to all 
body areas — produces heat with great efficiency. In- 
tensity control adjusts power output to any particular 
technic. Meter gives visual indication of correct tun- 
ing adjustment. 


GENERAL @@ ELECTRIC 
X-RAY CORPORATION 


General Electric X-Ray Corporation manufactures and distributes 
electromedical apparatus; x-ray apparatus for medical, dental and 
industrial use; x-ray and electromedical supplies and accessories. 
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FREE find much of inter- 
est in our folder describing the 
new Model E Inductotherm. Write 
General Electric X-Ray Corpora- 
tion, Dept. D-27, 4855 McGeoch 
Ave., Milwaukee 14, Wisc. 
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STERILE AQUEOUS SUSPENSION 


ESTROGENIC SUBSTANCES, R&C 


Uniform concentration—at a flick of the fingers. The s-l-o-w 
settling rate allows ample time to fill the syringe before the con- 
centration changes. The crystals do not clump on settling, but 
disperse readily without vigorous shaking or foaming. 


Crystalline particles in Sterile Aqueous Suspension Estrogenic 
Substances, R & C, are of controlled size: some particles small for 
quick action and rapid control of symptoms — others somewhat 
larger, for prolonged estrogenic activity. 


Dosage: Usually 1 ec. (20,000 I.U.) 
injected once or twice weekly. 


Packaging: Multidose 5 cc. and 10 
ec. vials. When uniformly suspended, 
each ce. contains the equivalent of 
20,000 I.U. Standard Estrone per ce. 


REED & CARNRICK 


Jersey City 6, N. J. 
Toronto, Ont., Canada 
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In the spastic colon 


TRASENTINE- 
PHENOBARBITAL 


RELAXES by selective action 


In the so-called “irritable colon,” or wherever an antispasmodic effect is 
needed, Trasentine acts selectively on the smooth muscle “receptor sub- 
stance” of the abdominal viscera, blocking the effects of post-ganglionic 
cholinergic nerve impulses. Therefore there is little or no pupillary dilatation 
or drying of the mouth as with belladonna or atropine. 


Trasentine-Phenobarbital combines synergistically the spasmolytic action of 
Trasentine with the mild sedative effect of phenobarbital. This combination 
is especially advantageous in a high percentage of gastrointestinal spastic com- 
plaints, since most are of both central and autonomic nervous system origin. 


The effectiveness and lack of untoward reactions of Trasentine-Phenobar- 
bital have established its leadership in the field of antispasmodics. 


Average adult dose is one or two tablets 3 or 4 times daily as required. 


TRASENTINE-PHENOBARBITAL — Tablets (yellow) contain 50 mg. Trasentine 
hydrochloride with 20 mg. phenobarbital in packages of 40, 100 and 500. 


TRrASENTINE — Tablets (white) of 75 mg. in bottles of 50 and 500; also 
suppositories of 100 mg., and ampuls of 50 mg. 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


TRASENTINE (brand of adiphenine) — Trade Mark Reg. U.S. Pat. Off. 2/1429M 
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FROM GALENICALS TO ACTIVE PRINCIPLES 


The isolation of quinine by Pelletier and Caventou 
in 1820 marked the first great advance in the fight 

against malaria. Quinine replaced crude, uncertain 
dosage with precise dosage and predictable action. 


CLAUDE NATIVELLE 
1812 + 1889 


y 


From digitalis to Digitaline 


When Nativelle isolated Digitaline, the chief 
active principle of digitalis purpurea, far 
greater precision in the treatment of cardiac 
decompensation became possible. With Digitaline, 
full digitalization can be achieved 
in as little as six hours—instead of in days. 


Widely prescribed for this greater 
accuracy in therapy: 
1. Uniform potency by weight. 2. Identical 
dosage and effect when given intravenously or by 
mouth. 23, Virtual freedom from gastric upsets 
‘nena 0.1 or 0.2 mg. daily de- and other untoward side effects. 4, Absorp- 
pending upon patient’s seupenes tion and action is rapid, uniform, determinable by 
CHANGE-OVER: 0.7 or 0.2 mg. of Digital- the clock. 5, Active principle enthusiastically 
ine Nativelle may advanta geously replace accepted by leading cardiologists. 


present maintenance dosage of Ot gm. Send for new brochure “ Modern Digitalis Therapy"’ Varick Pharmacal Co. Ine. 
or 0.2 gm. of whole leaf. (Division of E. Fougera & Co. Inc.) 75 Varick St., New York. 


nativelle 


Chief active principle of digitalis purpurea (digitoxin) 


EASE OF ADMINISTRATION 


RAPID DIGITALIZATION . .. 7.2 mg. in 
equally divided doses of 0.6 mg. at three- 
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A pleasant, effervescent 

‘saline laxative which acts by 

osmosis to produce soft fluid bulk... 
stimulates peristalsis . . . promotes 


prompt but gentle evacuation. 


Laxative 


* Cathartic 


Promp == 
Sal Hepatj 
==. 
Product of BRISTOL-MYERS e 19 West SOth Street, New York 20, N. Y. 
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THERAPEUTIC 
IMPORTANCE 


ik MANY gastrointestinal affections, and in the man- 
agement of the many systemic conditions in which 
diet assumes therapeutic importance, the cereal serving is particularly valuable. 


Consisting of breakfast cereal, milk, and a teaspoonful of sugar, it provides an 
abundance of essential nutrients and caloric food energy. This time-honored com- 
bination is easily digested, bland, and readily utilized. It is well tolerated in the 
presence of many gastrointestinal conditions and offers the additional advantages 
of taste appeal, variety, ease of preparation in the home, and economy. 


The over-all nutritive value of the cereal serving—1 ounce of ready-to-eat or hot 
cereal,* 4 ounces of milk, and 1 teaspoonful of sugar—is shown in this table: 


CALORIES 
PROTEIN 


The presence of this seal indicates CARBOHYDRATE. . 33.0 Gm. 

that all nutritional statements in 

this advertisement have been CALCIUM RIBOFLAVIN...... 0.24 mg. 
found acceptable by the Council 

on Foods and Nutrition of the Pscicddeuses 1.4 mg. 


American Medical Association. *Composite average of all breakfast cereals on dry weight basis. 


CEREAL INSTITUTE, INC. 


135 South La Salle Street © Chicago 3, Ill. 


oA RESEARCH AND EDUCATIONAL ENDEAVOR DEVOTED TO THE BETTERMENT OF NATIONAL NUTRITION 


- 
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COS 
PHOSPHORUS... . . 206 mg. 
VITAMIN A....... 193 LU. 
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YOUR ARTHRITIC 


OR 
PATIENT 


USED BY PHYSICIANS FOR 14 YEARS* 


Ray-Formosil for intramuscular injection is a 
clinically proved, effective treatment for Arth- 
ritis and Rheumatism. It is a non-toxic, sterile, 
buffered solution containing in each ec. 
FORMIC ACID 
HYDRATED SILICIC ACID 


1 ce. 
25—$6.25 
100—20.00 100—25.00 


(These net prices to physicians are 25% off regular list prices) 
*C.F.F., M.D.. OF PA., HAS REORDERED RAY-FORMOSIL 142 TIMES 


PHILADELPHIA 34, PA. 
PHARMACEUTICAL 
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How can cigarette he. 


[ a recent coast-to-coast 
test, hundreds of men and 
women smoked Camels— 
and only Camels—for 30 
consecutive days. These 
people smoked on the aver- 
age of one to two packs a 
day. Each week, during the 
entire test period, throat 
specialists examined these 
Camel smokers. A total of 
2470 careful examinations 
were made. The doctors 
who made the throat exam- 
inations of these Camel 
smokers reported: 


“NOT ONE 
SINGLE CASE OF 


THROAT IRRITATION 
due to smoking 


CAMELS!" 


Nationwide survey: | Money-Back 


More Docrors 


Smoke Camels: and test them in your 
own “T-Zone’ —T for taste, T for 


throat. If, at any time, you are not 
M KE convinced that Camels are the mildest 
cigarette you have ever smoked, re- 
hh th turn the package with the unused 
any cigarette Camels and we will refund its full | 
Doctors smoke for pleasure, too! And when three leading ind dent 


purchase price, plus postage. (Signed) 
research organizations asked 113,597 doctors what cigarette they smoked, 
the brand named most was Camel! 


R. J. Reynolds Tobacco Company, 
Winston-Salem, North Carolina. 
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for the smartly appointed 
office or clinic 


Featuring a spacious double cabinet construc- 
tion with utility drawer for storage of instru- 


ments and supplies, this compact, convenient 
equipment offers an ideal means of central- 
izing an office Sterile Supply. The unit further 
provides an adequate working surface for the 
collection of used instruments or preparations 
of the sterile instrument tray. Identified as 
MODEL DB, a newcomer to the line of 


American 
Small Instrument | 
Sterilizers 


As with single compartment models, the unit 
is equipped with a superior “American” Small 
Instrument Sterilizing Unit, exclusively fea- 
turing “Burn-out-proof” safety. A concealed 
- cover-elevating mechanism permits cabinet to 
be placed flush against the wall. Note the 
concealed pedal which eliminates tripping 
and allows greater freedom of access for the 
operator. 


White, Cream-white;“Neptune 
green, Jade green, lvory-tan 
and Black. Exterior dimensions 
are 3334” wide, 13” deep and 


MODEL DB is available i in 
35” high. 


ALSO AVAILABLE: 14” and 16” units in Port- 
able and Single Cabinet models. A selection 
of beautifully finished alternate cabinet de- 
signs subject to availability. 


WRITE TODAY for complete information 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 
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ARTHROKINESIS 


Improved mobility of non-ankylosed arthritic joints 


Critical analysis shows that over 80 per cent of patients receiving 


show significant improvement. Ertron’s distinctive components, properties and action 
—derived from electrical activation of heat-vaporized ergosterol — foster diminv- 
tion of soft tissue swelling, improved muscle tone, abolition of pain and: enhanced 
well-being, as well as alleviation of muscle and joint stiffness. 


\\ 


Avo able for oral and parenteral therapy: each Ertron® capsule contains activation-products 
havi.g 50,000 U.S.P. units, and each ampul 500,000 U.S.P. units of antirachitic activity, biolog- . 
ical! standardized. 


ARTHRALGEN 


Arthralgesic Unguent for quick relief of joint and muscle pain 


An effective local measure in rheumatic and allied disorders, Arthralgen'™ is 
rapidly absorbed through the skin. Its speedy analgetic— vasodilator action 
produces a comforting sensation of deep warmth and relaxation lasting several 
hours. It is especially beneficial in the interval between initiation of systemic 
" therapy with Ertron and the appearance of Ertron’s full anti-arthritic effect. 
Containing no histamine, Arthralgen does not cause itching or wheals and does 
not provoke a profound drop in blood pressure. 4 


ARTHRALGEN 


contains 0.25% methacholine chloride, 1% thymol, 10% menthol and 15% méthyl 
salicylate in a super-absorbable, washable ointment base. 


Supplied in 1-ounce collapsible tubes. 


ARTHROMETER 


For evaluation of arthrokinetic effect 3 


The Whittier Arthrometer is a useful device for accurate measurement of 
improved joint function. It facilitates management of the chronic arthritic 
by providing an objective record of joint function. 


If you have not yet received your Whittier Arthrometer, the Medical 
Department, Whittier Laboratories will send you one upon request. 


LABORATORIES 


ced DIVISION NUTRITION RESEARCH LABORATORIES 


CHICAGO 30, ILLINOIS 
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more drive in life... 
sparked by citrus fruits and juices! 


Among foods that fuel the human 

engine, citrus fruits and juices 

have a high energy output, 

their natural fruit sugars providing 

quick energy without digestive burden.** 

Equally abundant is their vitamin C 

content (prerequisite of tissue health and 

vigor ),° and other nutritional factors* so 
necessary for buoyant good health. In their 
remarkable nutritional enhancement of 

stamina,’ growth,‘ and resistance to disease," 

and their ready patient acceptance, citrus fruits 
must be ranked among essential foods. . . 
whether fresh, canned, concentrated or frozen. . . 
in pre- or postoperative supportive therapy, during 
pregnancy and lactation, or for infants and children. 


FLORIDA CITRUS COMMISSION 
LAKELAND, FLORIDA 


Oranges: Grapefruit Tangerines 


TREASURE CH. 


*Citrus fruits—among 
the richest known 
sources of Vitamin C 
—also contain vitamins 
A, B, and P, readil} 
assimilable natural 
fruit sugars, and 

other factors such 

as iron, calcium, 


.citrates and citric acid. 


References: 


1. Gordon, E. S.: 
Nutritional and 
Vitamin Therapy in 
General Practice, Year 
Book Pub., 3rd ed., 1947. 


2. Manchester, T. C.: 
Food Research, 


- 3) MeLester, J. S.: 
Nutrition and Diet, 


, , Saunders, 4th ed., 1944. 


Nutrition, rev. by 
MacLeod and Taylor, 
Macmillan, 4th ed., 1944, 


$5. Sherman, H. C.: 
Chemistry of Food and 
Nutrition, Macmillan, 
‘th ed., 1946. 
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| ACCESSORIES 
AND SUPPLIES 
: 


COMPLETE UP TO THE MINUTE LATEST 
INFORMATION and PRICES FOR YOUR EVERY NEED. 


From exposure, through processing, to final 
filing . . . you’ll find everything you need in 
X-Ray procedure illustrated and described with 
latest prices in the 36 pages of this new, most 
complete Keleket X-Ray Accessories and 
Supplies Catalog. Actually, hundreds of items 
are shown .. . from film to custom-built tank 
room installations—all offering genuine econ- 
omy. Attach coupon to your professional 
letterhead for your own free copy. 


the KELLEY- KOETT Manufacturing Co. 


2014 WEST FuUKTH ST. *" COVINGTON, KY. 


The Kelley-Koett Mfg. Co. 
2014 W. Fourth St. 
Covington, Ky. 


Please send me by return mail my copy of 
the new Keleket X-Ray Accessories and 
Supplies Catalog. 


as 


Name 
Address 
City State 


Type of practice 


(please mention) 
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X-ray FOR EARLY ART 


X-ray study of the entire body is a vital part of the 
complete diagnosis necessary to chart the course for 
successful treatment of rheumatic conditions. Early 
X-ray study enables the physician to discover the 
extent and type of arthritis in each individual case 
before serious damage occurs. 


Through comprehensive diagnostic procedures, of 
which X-ray is a major part, we at Ottawa find the 
imbalances and dysfunctions that cause rheumatic in- 
volvements. From these examinations, an outline is 
made for each individual patient. This outline, or 
case abstract, contains all of the diagnostic findings 
and suggestions for treatment to be followed by your 
patient under your direction. 


The Ottawa Method- has proven—since 1933—that 
early diagnosis, coupled with an individual treatment 
program, will secure the maximum permanent benefit 
in the minimum length of time. “Arthritis Can Be 
Conquered!” 


Ottawa Arthritis Sanatorium 


and Diagnostic Clinic of Ottawa, Illinois 


A REGISTERED OSTEOPATHIC HOSPITAL 
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THE USE OF THE 


Use of a diaphragm introducer is favored by many 
patients who find manual manipulation objection- 
able or difficult. It facilitates the insertion and correct 
placement of the diaphragm, as well as its removal. 
The “RAMSES”® Diaphragm Introducer provides 
the following features: 

@ Simplicity and convenience in use 

@ Safety — design minimizes possibility of injury to 
the cervix or accidental insertion into the urethra 


@ Smooth surface lessens bacterial proliferation — 
makes for easy cleaning 


@ Ease of removal assured by bluntly hooked end 


The “RAMSES” Diaphragm Introducer is supplied 
in the Physician’s Prescription Packet No. 501, with- 
out charge 


(regular size). 


® The word “RAMSES” is a registered trademark of Julius Schmid, Inc. 


t Active Ingredients: Dodecaethyleneglycol Monolaurate 52; 
Boric Acid 1%; Alcohol 5%. 


gynecological division 


423 West 55th Street, New York 19, N. Y. 
quality first since 1883 


‘DIAPHRAGM 


PHYSICIAN’S PRESCRIPTION PACKET NO. 501 
A complete unit for conception control. Contains (1) a 
“RAMSES” Flexible Cushioned Diaphragm of the prescribed size, (2) a “RAMSES” Dia- 
phragm Introducer of corresponding size, and (3) a tube of “RAMSES” Vaginal Jellyt 


INTRODUCER 


DIAPHRAGM INTRODUCER 


INSERTION OF DIAPHRAC 
USING INTRODUCER 


“RAMSES” Vaginal Jelly is accepted 
by the Council on Pharmacy and 
Chemistry of the American Medical 
Association. The “RAMSES” Dia- | 
phragm and Diaphragm Introducer _ 
are accepted by the Council on 
Physical Medicine of the American 
Medical Association. 
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RESEARCH SHOWS HOW YOUR PATIENTS 
CAN HAVE GOOD FOOD AT LESS COST 
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Full-year field check by 

19 Universities* Provides 
significant data on meetin 
today’s living costs. . 


EXAMPLE: 
LIMA BEANS 
PER PENNY 


Following average 
prices all based on 
solid edible portion 


"IN CANS 


‘What is the most economical way to buy food?” 
Don’t your patients often ask that question? 

19 leading American universities sought the 
answer in a 12-months’ research project— 
October, 1946 through September, 1947—on 
the COST AND AVAILABILITY of 12 com- 
monly used Fruits and Vegetables in their four 
regularly marketed forms... FRESH, FROZEN, 
in GLASS, and in CANS. 

The results of this comprehensive study on the 
12 foods boil down to this: Penny for penny, canned 
foods in general give consumers more food for their 
money, as well as more nutritional values. Most foods 
in cans cost less than the same foods in glass—less than 
fresh foods—and far less than frozen foods. 


SOUND RECOMMENDATION 


We are confident that the more c 


you study losely 


; the known nutritional values 
of foods in cans, their high percentage of 
year-round availability, and their Jow 
Cost generally, the more justified will 
you feel in recommending this solution 
to today’s high cost of living. 


FREE booklet giving full details of Comparative Cost and 
Availability Study. Copies of previously published booklet, 
“Canned Foods in the Nutritional Spotlight,” are also yours for 
the asking. 


Please send me, free of charge,.......... 
new booklet entitled: ‘Canned Foods in the Economic 
Spotlight.” 


CAN MANUFACTURERS 
INSTITUTE, INC. 
60 East 42nd Street 
New York 17, N. Y. 


Name 


Address 


City Zone State 
- [1] Also send...... copies of ‘‘Canned Foods in the 
Nutritional Spotlight.” 


* For Sull details see ““Com 
‘Comparativ, 
p ative Cost and Av 
anned, Glassed, Frozen, and Fresh Fruits “a 4 


in the April, 1948 is 
Dietetic Association, o&f the Journal of the American 
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Minit-Rub acts to relieve pain by one of the oldest principles in therapeutics—that of counter-irritation. 
But Minit-Rub is a modern counterirritant—your patients will appreciate its clean simplicity. 


Minit-Rub combines oil of mustard, menthol, and 
camphor in a stainless, greaseless, vanishing base 
—it will not stain or harm fine fabrics. 

Through its pronounced analgesic action, 
Minit-Rub relieves the discomfort of aching chest 
muscles in uncomplicated chest colds—its clean 


invigorating odor relieves the feeling of nasal 
congestion. 


By direct rubefaction at the site of application, 
Minit-Rub tends to improve local circulation, 


Product of BRISTOL-MYERS relieve the painful symptoms of neuralgia, arthral- 
19 West 50 Street, New York 20, N.Y. gia, muscular aches and pains. 


a Minit-Rub is prompt in acting, a pleasure to use. 
f It produces a delightful cooling sensation on the 
a skin surface, a sense of soothing warmth in the 


be R affected areas. Just massage it on briskly. 
relief begins in 
a matter of minutes 
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Warm 
of Al 


You know that warm glow you feel, 
Doctor, when a patient responds satis- 
factorily to your treatment. Your skill, 
experience and judgment are responsible 
for these satisfactory results. 


When your judgment dictates the use of 
Vitaminerals as a supplementary aid in 
your treatment, we, too, feel a warm 
glow and a deep appreciation for the 
part you call upon us to play in the 
great drama of healing. 


Thus another incentive is added for us 
here at Vitaminerals to maintain and 
constantly seek to improve the high 
standard of quality for which our prod- 
ucts are consistently outstanding. 


ING. 


/ GLENDALE 1, CALIFORNIA 
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Package Description 


Tigetiy 


Dosage : Two teaspoonfuls of Gelusil* 
Antacid Adsorbent (liquid) or two 
Gelusil* tablets may be given berween 
meals as often as necessary to relieve 
symptoms of hyperacidity and promote 
recovery. Gelusil® tablets are par- 
ticularly adaptable for the ambulant 
patient. 


Package Information 

Gelusil* Antacid Adsorbent is mantles in 
bottles containing 6 and 12 fiui 
Gelusil* Antacid Adsorbent tablets are sup- 
plied in bottles of 50, 100 and 1000. 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


Patients with stomach disorders are generally squeamish about 
their foods or medicines. Your patient's battle is half won if he 
can look forward with pleasant anticipation to ‘taking his medicine’ 
instead of being upset or annoyed at the prospect. With the obstacle 
of objectionable taste eliminated and the patient in the proper frame 
of mind, the ameliorative action of pleasant-tasting Gelusil® Antacid 
Adsorbent is consequently enhanced. Relief is almost immediate 
with Gelusil* Antacid Adsorbent and unlike ordinary alumina gels, 
it leaves the patient practically free of constipating after-effects. 


Indications: Gelusil* Antacid Adsorbent is indicated for the 
relief of gastric hyperacidity resulting from dietary indiscretions, 
nervous or emotional disturbances, food intolerances or in peptic 
ulcer therapy. 


*T. M. Reg. U. S. Pat. Off. 


GELUSIL 


WILLIAM R. WARNER & CO., INC. 


New York * St. Louis 
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proved by test and taste 


IN PROTEIN 
SUPPLEMENTATION 


TESTS demonstrate: high bio- 
logical value in growth studies; all 
recognized essential amino acids 


Caminoids’ provided in significant quantities. 
BRAND OF AMINOPEPTODRATE _ TASTE and adaptability to a 


He variety of vehicles ensure patient- 


acceptance. 


Particularly valuable when the 
patient has difficulty in utilizing 
adequate amounts of protein from 
natural food sources such as may 
occur at times in pregnancy and 
lactation, gastrointestinal dis- 
orders, convalescence, diarrhea 


THE ARLINGTON CHEMICAL COMPANY in children, chronic malnutrition, 
YONKERS 1 NEW YORK and in aged patients. 


MATTERN 
X-RAY APPARATUS TO SUIT YOUR NEEDS 


The Mattern SRF unit used 
Mea: with Horizontal Bucky Table 
MODERN EQUIPMENT makes an ideal low priced Com- 
AT LOWER COST bination Radiographic and 
Fluoroscopic X-Ray Unit— 
: | ; Available in 20, 30, 60 or 100 

We specialize in al MA Capacity. 

X-Ray Apparatus NS 
Only 


Quality Right 
Priced Right 
Mfg‘d Right 

Sold Right 


F. MATTERN MFG. CO. 
4637-59 N. Cicero Ave., Chicago 30, Ill. 
(Write us for further details.) 
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THE PRESCRIPTION FOR 


PSORIASIS 


Thousands of physicians all over the U.S.A. 
are prescribing RIASOL for psoriasis. Their own 
clinical experience has convinced them that 
RIASOL offers great promise of therapeutic suc- 
cess in a very stubborn disease. 


Clinical observations have shown that in most 
cases of psoriasis RIASOL brings about rapid 
fading of the scaly patches with eventual clearing 
of the skin. The incidence of recurrence has also 
been reduced by continuing local treatment after 
the lesions have disappeared. 


RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 
cresol in a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. 
No bandages necessary. After one week, adjust 
to patient’s progress. 


RIASOL is ethically promoted. Supplied in 4 
and 8 fid. oz. bottles, at pharmacies or direct. 


Mail coupon for your free clinical package. 
One trial will convince you of RIASOL’S value 
as an antipsoriatic. 


MAIL COUPON TODAY 
—TEST RIASOL 
YOURSELF 


SHIELD LABORATORIES 


12850 Mansfield Avenue, Detroit 27, Mich. 


Please send me professional literature and generous clinical package of RIASOL. 


2 
4 


Before Use of Riasol 


After Use of Riasol 
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SEND FOR A PHYSICIAN'S SAMPLE OF OUR 
PROTEIN DIGEST No. 26 


Sidamine ‘Tablets 


or 
Sidamine Granules 


the amino acid tablet—uncoated—but carrying 70% protein, 
no dextrose or other carbohydrate filler. 


In writing for samples, please give your degree 


Professional Foods 
Cedar Rapids, Iowa 


PAN-ENZYMES 
Send for Details on a Sound Reducing Regime and Plan 


COLCIN 


NORMIN 


DUODENAL-GASTRIC ULCER 


Treatment: Antacid Rx:—CA-MA-SIL Powder. 
2 tspfis. before and after meals upon retiring. 


Clinical observations of the merits of CA-MA-SIL Antacid Powder are con- 
vincing in the treatment of excess gastric hyperacidity associated with DUODENAL 
and GASTRIC ULCER. Successful management with CA-MA-SIL assures the 
patient of 3 nearly normal meals, prompt relief, and aids rapid healing. The 
longer neutralizing period makes it especially effective in Duodenal Ulcer Therapy.* 


A SPECIAL Magnesium Silicate Development (new in chemistry) for treatment 
of Duodenal-Gastric Ulcers. 


CA-MA-SIL is available at prescription pharmacies in % oz., 6 oz., and special 


5 Ib. hospital size. 


Send for clinical supply 
CA-MA-SIL COMPANY, 700 Cathedral Street, Baltimore 1, Md. 


*ALSO UNEXCELLED FOR NAUSEA OF PREGNANCY. 
*DOES NOT INDUCE ANOREXIA—CONTAINS NO SODA—NO ALUMINUM HYDROXIDE 
PRESCRIBED BY PHYSICIANS EVERYWHERE 
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LD EXCLUSIVELY 
MICROSCOPE ILLUMINATION! 


SPENCER No. 735 LAMP 


Here is the illuminator for advanced microscopy you 
knew was bound to come . . . with convenient precise 
controls for critical adjustment . . . with essential optical 
and mechanical qualities to complement a fine microscope. 


COOLER OPERATION. Sturdy die-cast housing dissipates heat. 

« CRITICAL FOCUSING FROM EITHER SIDE. Rack & pinion movement. 
NO TRANSFORMER. Lamp operates from 110 volt outlet. 
PRECISION REFLECTOR ADJUSTMENT. 


So quick, simple, and accurate. > 


I RAPID BULB CHANGE. Lamphouse separates. 
Hinged lamp chimney opens to reveal bulb and reflector. 


<PRECISE TILTING. Screw adjustment maintains any angle. 
QUALITY OPTICAL SYSTEM. Two plano-convex lens elements. 
IRIS DIAPHRAGM. Kourled ring control. > 
FILTER HOLDER. Choice of single or multiple holder. 


Correct illumination is essential for the 

best results from any microscope objective, American yg Optical 
eyepiece and condenser. Your instrument 
deserves the Spencer No. 735. For further Buffole 15, New Yook 

details write Dept. R175. 


Manufacturers of the SPENCER 
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NEW BOOK 


Krimsky— 
Binocular Imbalance 


By EMANUEL KRIMSKY, M.D. 
Adjunct Professor of Ophthalmology, New York Polyclinic 
Medical School; Assistant Attending Ophthalmologist, 
New York Polyclinic Hospital. 


The scientific and clinical value of corneal light re- 
flex in interpreting objectively and subjectively the 
state of binocular imbalance is ably demonstrated 
in this new book. It is written for those in general 
practice and clarifies such problems as: Binocular 
eyestrain, how binocular imbalance can affect visual 
function in one or both eyes; how to evaluate cross- 
eye from the standpoint of the need of possible 
medical or surgical therapy, ete. Vivid, unre- 
touched photographs and explanatory diagrams 
clarify the meaning and clinical applications of the 
corneal light reflex, both with and without prisms. 


New Book. 464 Pages. 200 Illustrations. $12.50 


Washington Square 


LEA & FEBIGER| 
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NEW (8TH) EDITION 


Joslin—- 
Diabetic Manual 


For the Doctor and Patient 
By ELLIOTT P. JOSLIN, M.D. 


Clinical Professor of Medicine, Emeritus, 
Harvard Medical School 

“Your first recommendation to a diabetic patient.” 
Dr. Joslin, frequently referred to as “Dean of the 
world’s diabetic doctors,” added new material and 
rewrote portions of this new edition right up to the 
day the Manual went to press. It is 32 pages larger 
than the previous edition and emphasizes such im- 
portant discoveries as the new modification of pro- 
tomine zine insulin, which makes possible a single 
injection of regular and protamine zinc insulin in 
place of two; and the significance of uric acid dia- 
betes announced by Canberra of Australia. Help- 
fully illustrated throughout. 


New (8th) Edition. 260 Pages. Illustrated, 
1 Plate in Color. $2.50 


Philadelphia 6, Pa. 


for RELIEF of 


constipation 
without 
catharsis 


normal intestinal flora ond normal 
Colonic function without griping, flatulence, diarrheic 


THE ARLINGTON 
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Headache* 


€. GORHAM BECKWITH, D.O. 


Headache, cephalalgia, megrim, migraine, or head 
pain may vary in significance as far as the physician is 
concerned, but to the sufferer, a headache may be a 
most distressing complaint. The fact that the headache 
is a symptom rather than a disease is of little interest 
to the patient; relief is his major and immediate con- 
cern. 

From the standpoint of the physician the cause is 
of great importance. The great variation in the possible 
significance of the headache makes it imperative that 
the basic factor be determined. It is not always feasible 
nor practical to elicit a complete history and to subject 
the patient to the indicated diagnostic procedures at 
the time he presents himself with his complaint. A few 
well-chosen questions and procedures, however, may 
shed considerable light on this commonest of com- 
plaints. 

It is well to remember that people other than those 
engaged in strenuous work in hot environments may 
disturb the salt and water balance of the body and de- 
velop headache as a symptom of heat exhaustion. 
Occasionally women undergo preparation of a “hairdo” 
and develop a headache. The irritation to the scalp 
and neck muscles that accompanies the preparation and 
drying of the hair may be overlooked as the cause. 
These headaches can be equally as distressing as those 
caused by hypertension or by brain tumor; at times 
they may be even more so. 

The headache of migraine is frequently present at 
the time the patient awakens, as is that of hypertension. 
While migraine is unilateral, hypertensive headache 
may occur in the vertex or in the frontal or temporal 
regions. In the latter type of headache the pain is 
usually relieved by standing. The pain of brain tumor, 
on the contrary, is frequently worse in the upright 
position.” 

The headache associated with sinus disease is fre- 
quently worse in the morning, but as the drainage 
becomes more efficient with the patient’s being up and 
about, it usually lessens as the day progresses. Some 
of the sinus headaches are probably explainable on the 
basis of the so-called “vacuum headache”; with the 
opening obstructed the air in the sinus is absorbed and 
the pain is the result of the vacuum so created rather 
than the accumulation of secretions. In either event, 

*Delivered before the General Sessions of the Fifty-Second Annual 


a of the American Osteopathic Association, Boston, July 


Hudson, N. Y. 


relief is noted with the opening of the ducts which in 
one case allows the return to normal of the pressure 
within the cavity and in the other, the escape of accu- 
mulated secretions. The location of the pain in maxil- 
lary sinusitis below the eye, in frontal and ethmoid in- 
volvement over the eyes, behind the nose, and in some 
instances on the top of the head, frequently helps to 
establish the basic cause. 


The headaches that result from eyestrain and ocu- 
lar pathology usually follow periods of using the eyes 
and as such are more apt to occur later in the day. 
Among other causes is the rather frequent “predomi- 
nance of one eye.” The individual with this condition 
uses one eye to see with and relegates the other to a 
passive role. He does not read any more than neces- 
sary, avoids close work, finds it difficult to judge dis- 
tance accurately, and frequently complains that he does 
not see as many things as other people. The discom- 
fort associated with coordinating his eyes is great 
enough that he frequently looks without perceiving. 

Emotional or nervous headaches are brought on by 
stress or tension, worry, fatigue, or excitement and in 
part are explainable by either hyperventilation or by 
the contraction of the shoulder and neck muscles pro- 
ducing circulatory disturbance. Neuralgia may also be 
a factor. 

Hypoglycemic headaches which occur after exer- 
cise and before meals and are relieved by the ingestion 
of food may not necessarily be the result of a serious 
disturbance of the insulin balance. ; 

On careful questioning some headaches are found 
to be really head pains. By definition, an ache implies 
continued pain whereas pain implies discomfort of a 
shorter duration. Changes in the tissues of the neck as 
well as arthritis of the cervical spine may be responsi- 
ble for the presence of symptoms that the patient re- 
ports as headache. The continued strain of certain 
positions during sleep may be ample cause in some 
instances for marked discomfort. 

A. T. Still? stated: “A pain in the head is an 
effect. Cause is older than the effect, and is absolute in 
all variations from normal conditions.” 


ETIOLOGY 


Wolff*® states that in 10,000 cases the most com- 
mon causes of headache were: vascular, including mi- 
graine and tension headaches which arise from sustained 
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contraction of the muscles of the head and neck; fever 
and septic processes; hypertension and post-traumatic 
syndrome, and in that order. In an analysis of 1000 
headaches seen in an eye, ear, nose and throat depart- 
ment, Hersh* found the commonest causes in the order 
of frequency to be: vasomotor rhinitis, myositis cer- 
vicalis, mechanical nasal obstruction, paranasal sinusi- 
tis, and neuropsychiatric disorders, 


An understanding of a headache and its signifi- 
cance should be less difficult if the structures of the 
head that are pain-sensitive are known and if the rela- 
tionship between intracranial and extracranial factors 
can be established as far as headaches are concerned. 


Not all structures of and in the head are sensitive 
to pain. According to Wolff the tissues which are 
pain-sensitive are: (1) The tissues covering the cra- 
nium, particularly the arteries; (2) the following in- 
tracranial structures: the great venous sinuses and their 
venous tributaries from the cerebral surface; parts of 
the dura at the base ; the dural arteries and the cerebral 
arteries at the base of the brain; and the fifth, ninth 
and tenth cranial nerves and the three upper cervical 
nerves. The cranium, including the diploic and emis- 
sary veins, the cerebral parenchyma, most of the dura 
and pia-arachnoid, the ependymal lining of the ven- 
tricles, and the choroid plexuse are insensitive. 


As osteopathic physicians, we have obtained favor- 
able results in the management of headaches by manip- 
ulative treatment of the structures of the neck and 
upper dorsal regions. The reason for this is explain- 
able, in part at least, if we review some pertinent 
anatomy. Gray’ states: 


Arteries are . . . supplied with nerves which are derived 
from the sympathetic, but may pass through the cerebrospinal 
nerves. They form intricate plexuses upon the surfaces of the 
larger trunks, and run along the smaller arteries as single 
filaments, or bundles of filaments which twist around the 
vessel and unite with each other in a plexiform manner. The 
branches derived from these plexuses penetrate the external 
coat and are distributed principally to the muscular tissue of 
the middle coat, and thus regulate, by causing the contraction 
and relaxation of this tissue the amount of blood sent to any 
part. 


In regard to the nerves which supply the arteries 
Rasmussen’ says: 

. nonmyelinated, postganglionic fibers . enter the 

. sympathetic nerves . . . and connect with the outlying 
plexus through which they reach the muscles and glands in- 
nervated, frequently by following along the blood vessels. 
Another set passes through the gray rami communicantes, 
which are essentially sympathetic nerves carrying postgang- 
lionic fibers back into the trunks of all spinal nerves... . . 
A third stream ascends from the superior cervical ganglion 
along the internal carotid plexus and its branches to their final 
destinations, or enters the cranial nerves and follows along 
these for a part or all of the remaining distance. , 

Thus, while visceral efferent impulses leave from the 
spinal cord and enter the sympathetic trunk by a limited num- 
ber of spinal nerves, they leave from all parts of the sympa- 
thetic trunk and get into all spinal nerves, many cranial nerves, 
as well as into numerous sympathetic nerves. .. . 

The route [of the vasomotor fibers] is out over the 
ventral roots . . . through the white rami communicantes to 
the sympathetic trunk. From here, numerous sympathetic 
nerves carry postganglionic fibers from the superior 
cervical ganglion along the plexus on the carotid artery and 
its branches to the head region. 


In treating headaches, a frequent site of extreme 
tension is the suboccipital region. The possible rela- 
tion of this to headache of arterial origin is apparent 
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if we recall the course of the occipital artery according 
to Gray*: 
. arises from the posterior part of the external caroti| 
. ascends to the interval between the transverse process of 
the atlas and the mastoid process of the temporal bone, and 
passes horizontally backward, grooving the surface of th: 
latter bone, being covered by the Sternocleidomastoideus, 
Splenius capitis, Longissimus capitis, and Digastricus, and rest- 
ing upon the Rectus capitis lateralis, the Obliquus superior, 
and the Semispinalis capitis. It then changes its course and 
runs vertically upward, pierces the fascia connecting the attach- 
ment of the Trapezius with the Sternocleidomastoideus, and 
ascends in a tortuous course in the superficial fascia of the 
scalp, where it divides into numerous branches . . . 


Butler and Thomas’ state that : 

Physiologically headaches are produced in four principal 
ways, or, clinically by a combination of them: (1) distension 
and dilatation of arteries inside or outside the skull (most often 
by branches of the internal and external carotid arteries) ; 
(2) traction on the vessels within the skull; (3) edema and 
spasm of the muscles of the scalp and neck, and (4) direct 
irritation of pain-carrying nerves or structures by inflamma- 
tion or pressure. 

CLASSIFICATION 

Headaches may be divided grossly into two groups, 
intracranial and extracranial, which may be classified 
as follows: 

1. Intracranial 
a. Vascular—migraine, histamine, tension 
b. Inflammation and injury of the brain, men- 
inges, and blood vessels 
c. Traction on blood vessels and pressure on 
pain-sensitive structures, tumors, drainage. 
2. Extracranial 
a. Cervical or cranial nerve irritation 
(1) Pathology of eye, ear, nose, throat, and 


neck 
b. Referred from respiratory, digestive, or 
genitourinary tracts — fatigue, excitement, 
hypertension 


c. Toxic and related causes—uremia, poison- 
ing, eclampsia, etc. 


MECHANISM OF.HEADACHE 


Wolff’ states that “Inflammation, traction, dis- 
placement and distention of pain-sensitive structures 
are the disturbances primarily responsible for head- 
aches. It is noteworthy that as a source of pain the 
cranial vascular structures far outweigh in number and 
distribution all others.” The headache associated with 
either increased or decreased intracranial pressure re- 
sults from traction on or displacement of pain-sensitive 
structures and is independent of generalized intra- 
cranial pressure per se. According to Pfeiffer and his 
collaborators" a disturbance in hydrodynamic mechan- 
ism within the head accounts for a majority of 
headaches. 


The dura, falx, terttorium, and cranial vessels 
(pain-sensitive structures included) may be distorted 
by many factors. The brain volume may be altered by 
tumors, abscess, uremia, and toxins. The cerebrospinal 
fluid is increased in obstructions and in carbon monox- 
ide poisoning and is decreased in migraine and during 
menstruation and relaxation. The peripheral vascular 
tone is increased in hypertension and decreased in 
migraine. Changes in vascular or cerebrospinal fluid 
circulation resulting from changes in the relation of 
the cranial bones as discussed by Sutherland?? could 
account for headache. 
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VASCULAR HEADACHE 


Vascular headaches include those resulting from 
a disturbance of the blood, the blood vessels, or the 
balance between the intracranial blood pressure and the 
pressure of the cerebrospinal fluid. As mentioned 
earlier, it is not the difference in pressure itself but as 
the result of traction on pain-sensitive structures that 
headache is produced. 

Migraine.—This is an incapacitating unilateral 
head pain which is paroxysmal and is frequently ac- 
companied by gastrointestinal, ocular, and other symp- 
toms. It usually occurs in relatively healthy individuals. 


sutler and Thomas’ describe three stages: 


1. Preheadache or aura. During this stage there 
is disturbance of the special senses without pain, such 
as scintillating scotoma, hemianopia, diplopia, tinnitus, 
deafness, vertigo, perversions of taste and smell, cuta- 
neous paresthesia, and paroxysmal tachycardia. Pre- 
headache symptoms are cortical in origitt (vasocon- 
striction of internal carotid and branches produce local 
areas of anoxia and ischerfia in the cortex). The vaso- 
constriction is due to the absolute antagonism of 
histamine and epinephrine involving probably an in- 
creased production and release of epinephrine due to 
histamine stimulation. (The early and brief effect of 
epinephrine is vasodilation because of the release of 
histamine before the effect of epinephrine is exerted.) 

2. Throbbing unilateral headache later becoming 
generalized. This stage may be accomplished by nausea 
and vomiting. There may be a relation to menstrua- 
tion with freedom of headache in the last half of preg- 
nancy. This headache is due to the vasodilation occur- 
ring in the carotid artery. (In the early development 


of migraine the second stage may not be associated 
with nausea and vomiting. In the first few attacks of 
the syndrome there may be no relative periodicity 


manifest. With the progress of the condition, the 
usual periodicity and gastrointestinal symptoms gradu- 
ally become apparent. ) 

3. Steady and grinding headache. At this stage 
the scalp is tense and tender, due to edema of the walls 
of its vessels and pressure on pain carrying nerves. 

The first manifestation of an attack may be pre- 
cipitated by overwork or fatigue, emotional disturb- 
ance, worry or eyestrain. Thyroid or genitosexual con- 
ditions are apparently at times related. The avoidance 
of known precipitating factors helps in controlling 
attacks. Heredity frequently seems to play a role. 

Alpers™ states that: “The extracranial and pos- 
sibly dural arteries and the branches of the external 
carotid artery are the chief contributors to the migraine 
headache.” That the exact cause of migraine is not 
established is evidenced by the different explanations 
offered for its development. Moench" states: “The re- 
flex theory postulates that the pain is secondary to 
local irritation and that the eyestrain associated with 
attacks is suggestive of an ocular implication. The cen- 
tral theory suggests disturbances in local circulation 
of the blood or cerebrospinal fluid, with changes in the 
choroid plexuses producing localized’ intraventricular 
pressure or direct dural pressure and irritation of the 
cortex.” 

The medical management of migraine as discussed 
by Friedman and Brenner’® advocates ergotamine tar- 
trate as the most useful drug. .\t the beginning of an 
attack, four or five tablets (1 mg.) are given sub- 
lingually or orally, followed by 1 mg. tablets at half- 
hour intervals until eight or nine tablets have been 
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taken. It is important to start the drug early—in the 
prodromal stage. With the ergotamine a combination 
of short and medium acting barbitals (.05 gram seconal 
sodium and .05 gram sodium amytal) is given; this 
combination alone aborts the attack in a few cases with- 
out the ergotamine. Quite warm baths and similar 
methods of therapy are useful adjuncts. 


Palmer’® advocates the administration of 100 to 
300 mg. of thiamine chloride which causes marked 
diuresis and affords relief of the migraine in 45 to 90 
minutes. The use of vitamin B, and nicotinic acid in 
large doses during the initial stages of a migraine attack 
and in the attack-free intervals provides against local 
anoxia from vasoconstrictive spasm. Empirin com- 
pound is effective in relieving the milder symptoms 
toward the end of an attack. 

Menopausal headache should not be confused with 
migraine. The administration of estrogenic hormones 
to patients with migraine is ineffectual at any age, but 
the so-called pituitary type of headache occurring in 
the menopause is definitely benefited by estrogenic 
therapy.”® 

Relative success is secured by various measures, 
as avoiding allergic foods, attention to the salt balance, 
including calcium; vitamin B,, ergotamine tartrate 
(possibly exerting a direct action on smooth muscle, 
and the implication may be derived that it is a his- 
tamine inhibiting action). Butler and Thomas’ state 
that 85 per cent of cases are cured or benefited by 
histamine injections—apparently immunizing the pa- 
tient to the action of histamine as a precipitating factor. 
Osteopathic manipulative treatment, a discussion of 
which will be given later, affords relief. 

Histamine Headache——In contrast to migraine, 
this is due to a dilatation of the cerebral arteries, prin- 
cipally the internal carotids, vertebral, and_ basilar 
arteries. It is similar to migraine in that it is unilat- 
eral, paroxysmal, and frequently awakens the patient. 
There is an associated flushing, lacrimation, and nasal 
engorgement on the affected side. The pain is fre- 
quently relieved on arising. 

Butler and Thomas® report that many neurolo- 
gists believe that there is some organic factor respon- 
sible such as an aneurysm of cerebral vessels because 
of the constant position and repetitive character of 
attacks. 

Injection of histamine produces headache and it is abol- 
ished hy increasing intrathecal pressure up to 600 mm. of 
water. Wolff has demonstrated photographically an increase 
of amplitude of intracranial pulsations produced by intra- 
venous injections of histamine, such headache being abolished 
by increasing intracranial pressure, extramural support thus 
being given to cerebral arteries. Branches of the internal caro- 
tid artery itself and the vertebral and basilar arteries are 
chiefly involved and determine the quality and intensity of 
the headache. é 

Steiner*! states that histamine headache is relieved 
by compression of both external jugular veins. 

Tension Headaches.—Nervous tension produces 
an early vasoconstriction but this is not responsible 
for the headache. When the spasm gives way, dilata- 
tion follows, producing the headaches which are usu- 
ally bilateral, throbbing, and occipital in location.® 
Many of these are explained on a psychosomatic basis. 
The headache may be without specific pattern and the 
patient unable to describe it accurately. He is prone 
to state that there is more of a feeling of pressure 
than of pain. The tendency of the average person to 
tighten the muscles of the shoulder and neck at the 
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time of nervous strain probably accounts for a fair 
share of the tension headaches. Hyperventilation in 
association with excitement may be in part responsible 
too. Headaches of psychogenic origin may occur under 
rather specific conditions for a given patient. 

Relaxation headaches (the Sunday headache of 
the business man, the Monday headache of the clergy, 
the day-off headache of the nurse, and the post- 
examination headache of the student) are accompanied 
by a hemoconcentration which decreases the blood vol- 
ume as in migraine.® 


INFLAMMATION AND INJURIES 
Inflammation of the brain or meninges is readily 
appreciated as a cause of headache. As in other con- 
ditions, the pressure—direct or indirect—on_pain- 
sensitive structures is responsible. The inflammation 
of structures involved with infection or following 
trauma is a usual process. Actual inflammation of 
arteries without trauma or infection occurs rarely. The 
rather rare condition of temporal arteritis, usually 
occurring in people of the fifth decade or older, and 
frequently accompanying infection of structures of the 
mouth, suggests an extension of the infection to ar- 
teriosclerotic arteries. With the development of pan- 
arteritis, the most outstanding symptom is head pain. 
Such intracranial lesions as thrombi, emboli, 
aneurysms, and arteriosclerosis may have headache as 
an associated symptom. Spontaneous rupture of blood 
vessels may occur in cases of vascular malformation 
or aneurysm.’* Subarachnoid or subdural hemorrhage 
may account for some of the symptoms. Hamby** 
states that about 50 per cent of the patients recover 


from the initial subarachnoid hemorrhage. The cere- 
bral hemorrhage that is the usual accompaniment gives 
clinical evidence of cerebral damage and increasing 
intracranial pressure as well as the symptom of head- 


ache. It has been stated'’® that the rupture of an 
intracranial aneurysm is a frequent cause of migraine. 
Chronic subdural hematomas (usually the result 
of a traumatic rupture of a vein) may present head- 
ache developing in a variable period of time—days, 
weeks or months—after the injury. The importance 
of checking for a possible increased intracranial pres- 
sure at the time of injury is readily realized. Severe 
persistent headache demands a routine ophthalmoscopic 
examination. While papilledema is the most signifi- 
cant sign of an increase in intracranial pressure, 
bradycardia and vomiting are also early signs. Fre- 
quent yawning and drowsiness may be significant.*° 
The symptoms of chronic subdural hematoma- 
frequently developing long after the trauma—are: 
headache, listlessness, perhaps neurological signs, men- 
tal sluggishness and perhaps signs of increased intra- 
cranial pressure. Moench”! states that the blood 
proteins gradually break down over a period of weeks, 
and the increasing number of molecules increases the 
oncotic pressure, drawing in cerebrospinal fluid and 
resulting in an increase in the size of the “tumor.” 
Penfield and Norcross” feel that normally there 
is a small amount of subdural fluid that acts as a cush- 
ion and that post-traumatic headaches occur when 
adhesions of the arachnoid to the dura obliterate the 
subdural space, usually around the meningeal artery 
or a dural sinus and cause pressure or traction on a 
sensitive area. Post-traumatic headaches are inter- 
mittent. They may be precipitated by postural change, 
effort, fatigue or emotional upset. Aggravation occurs 
with stooping, straining, or looking upward, sometimes 


BECKWITH Journal A.O.A. 


April, 1949 


even with changes in the weather. Dizziness, person- 
ality changes, tremor, weakness and emotional insta- 
bility are common. Headache is frequently localized 
to the site of the scalp injury and may be due to neu- 
ritis of the muscles of the scalp (scar tissue). 


EXTRACRANIAL HEADACHES 

Many headaches result from changes outside the 
head itself. Not only are the eyes, nose, ears, sinuses, 
and muscles of the neck responsible for headaches, but 
also remote structures and conditions. The headache 
associated with influenza, for instance, may be the 
result of the toxicity, the alteration of sympathetic 
balance, or of the presence of osteopathic cervical 
lesions. The headache associated with a “bilious” at- 
tack may be due either to the sympathetic imbalance or 
cervical lesions, or both. Often the correction of the 
osteopathic lesions affords relief. 

The relief afforded by osteopathic manipulative 
treatment of the structures of the neck and upper 
dorsal area warrants consideration of the mechanism 
whereby lesions can produce headaches and manipula- 
tive therapy affords relief in a large percentage of 
cases. The frequency with which the cervical spine 
is found to be in lesion is not surprising. The variety 
of motions demanded of it as well as the fact that this 
area must compensate mechanically for structural or 
functional faults lower in the spine makes it particu- 
larly prone to the physiological pathology that is recog- 
nized as the osteopathic lesion. That disturbances due 
to strains are not limited to the muscles, ligaments, and 
other joint structures has been shown by various 
writers. Speransky** states: 

. . . the inflammatory process evokes dystrophic symptoms 
within the nervous system and by means of them returns to the 
periphery in the form of various sorts of local changes. . . . 
The basic cause for their formation is the destruction of nor- 
mal nerve conditions. . . . 

. the nervous component of the inflammatory process 
is a positive (physiological) factor. Its passage into a dystro- 


phic (pathological) form depends on an excessive degree of 
irritation. .. . 


. . . local distortion of the nervous influences is sufficient 
both for giving rise to and for maintaining. foci of chronic 
inflammation. 

. the process produced by the immediate irritation of 
a particular point of the nervous system becomes the origi- 
nator of dissimilar tissue changes of a biochemical character 
in various other parts of the organism. 

In some instances of headache, what the osteo 
pathic physician would call a chronic lesion state has 
been termed an induration headache in medical litera- 
ture. Dutton** states: “induration headache is due to 
indurations and thickenings in the muscies of the hea! 
and neck. It may be caused by exposure to cold, wet, 
draft, trauma, acute infection, chronic infection, 
chronic intoxication.” 


Tucker®® pointed out the importance of areolar 
tissue. He said: 


[Contracture of areolar tissue] is important as a cause 
of disease. The same irritation that causes a contracture of 
muscles may overflow into areolar tissue and cause contracture 
of that also. The more sluggish and less controlled areolar 
tissue may then remain in a contractured state much longer 
than the muscular tissue... . 

The contraction of areolar tissue may be surprisingly 
vigorous. . . . In that state it becomes a cause of trouble in 
nerves and in venous and lymphatic drainage. .. . 

In inflammation it contracts vigorously around the in 
flamed area... . 

The effects of its contraction are in line with its functior 
... It has in normal tissue the effect it should have in wounds, 
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etc. It checks the lymph, retards the blood, numbs the nerve 
terminals. ... 

There are certain areas of the body where this tissue is 
especially abundant . . . as for instance the back of the neck. 


McConnell** stated: “Treatment of the upper cer- 
vical region, by relaxing muscles and correcting de- 
ranged vertebrae, constitutes the principal treatment 
of ordinary headache.” 


Clark*’ indicated the importance of cervical, upper 
dorsal, and rib lesions to headache: 


The amount of blood in these vessels is controlled by 
their size. Their size is controlled by the condition of the 
yaso-motor supply to them. Cervical lesions do affect 
these vaso-motor nerves. .. . 

The diseases most commonly associated with axis lesions 
are eye affections, headaches and vascular disturbances of the 
head. ... 

Congestive headaches often follow subluxations of the 
second rib especially on the left side. The explanation is, 
(1) that the vaso-motor impulses to the various cerebral 
vessels are inhibited by pressure of the head of the rib on 
the nerve trunk conveying theSe impulses, hence dilatation of 
the blood-vessels of the head, and (2) this lesion, in addition, 
may excite the cardiac accelerators, which condition results 
in the forcing of more blood into these already dilated vessels 
of the brain. 


Headaches caused by neuralgias of the cranial 
nerves are characteristically unilateral, severe, sharp, 
lancinating, and paroxysmal, and follow the distribu- 
tion of the nerve involved.** 


Clark*® also discussed the relation of the cranial 
nerves to headache: 

The fifth cranial nerve supplies about three-fourths of 
the dura mater with sensory impulses, the vagus being the 
other important nerve to this part. In most cases of headaches 
the dura mater is affected through the disturbance of the 
fifth nerve. A lesion in the neck will produce headache by 
causing a congestion of the brain and this in turn produces 
pressure on the meninges . . . hence the ache is actually due 
to pressure on the branches of the fifth cranial nerve from 
increased amount of blood in the gpyielding cranial cavity. 
The throbbing type of headache is the result of this pressure 
being increased with each pulsation of the heart, hence the 
pain is synchronous with the heart beat. Stooping increases 
the blood pressure in the cranial cavity and thus increases the 
intensity of the ache. .. . The most common lesions that affect 
the sensory innervation of the dura mater and thus have to 
do with the production of headache, are at the second and 
third cervical, fourth, fifth, seventh, eighth and ninth dorsal 
and the fourth and fifth lumbar... . 


It has already been pointed out that the sympa- 
thetic fibers follow the course of many of the cranial 
nerves as well as the blood vessels to the head. As 
osteopathic physicians it is not difficult for us to 
realize the potency of cervical lesions in the produc- 
tion of headaches and of the correction of these lesions 
for the relief of headache. 


SINUS PATHOLOGY 


That pathology of the eye, nose, teeth, ear, throat, 
or neck—ineluding the thyroid—can produce headache 
is readily explainable by the relation of sinus disease 
to headache. Page*® stated: 

The nerve supply to the frontal sinus is chiefly through 


the ethmoidal and frontal branches of the ophthalmic division 
of the fifth cranial nerve. 


The mucous membrane of the nose is plentifully sup- 
plied with glands to keept it moist. The nerve supply to these 
glands is from sympathetic fibers, derived from the spheno- 
palatine ganglion which is in nervous connection with the 
trigeminal and also the cervical nerves. 
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Clark*' stated: “Pain in the various cavities lined 
with mucous membrane, is usually the result of con- 
gestion of the mucous membranes, the pain being the 
result of pressure on the nerve as a mechanical stimu- 
lation, or chemical stimulation as in case of toxic 
matter in the blood.” 


The similarity of innervation of the sinus to that 
of the other structures that constitute appurtenances 
of the head—ear, eye, etc., indicates the means 
whereby pathology of these structures produces 


headache. 
REFERRED HEADACHE 


That changes in the respiratory, digestive, or 
genitourinary tracts can cause headache is common 
knowledge. In referring to “bilious” headache Hulett** 
has stated: “That organ will be involved reflexly which 
is in the more irritable condition . . . the ‘bilious’ 
headache resulting from gastric disorder will usually 
present cervical lesions sufficient to cause the disturb- 
ance to appear... .” 


Pottenger®* states: “The headache which accom- 
panies intestinal disturbances is often of a reflex 
nature. The impulse arising in the gastrointestinal 
tract passes centralward over the sensory fibers of the 
vagus or pelvic nerve and is transferred to the tri- 
geminus producing pain in different areas of its 
distribution.” 


That the respiratory and genitourinary systems 
would have the same effect is obvious in view of the 
similar vagal influence. It is worthy of note in rela- 
tion to headaches in the female that a fault of sexual 
life may lead to headache on the basis that a relatively 
congested and boggy uterus may act as a cause for 
abnormal reflexes. 


FATIGUE AND EXCITEMENT 


The accumulation of substances in the blood and 
muscles in cases of fatigue and excitement is fre- 
quently enough to produce changes particularly in the 
cervical and upper dorsal muscles, as already men- 
tioned to alter them to the state we recognize as the 
osteopathic lesion. This effect has already been dis- 
cussed. 

HYPERTENSION 


In view of the fact that the headache of hyper- 
tension does not parallel the blood pressure, in many 
instances the diagnosis is made in part at least by the 
exclusion of other causes. Moench™ states: “In hyper- 
tension (irom hypertensive heart disease or from 
hypertensive drugs) the increased vascular excursion 
causing headache is produced by a sudden increase in 
peripheral vascular tone without equal diminution in 
effective blood volume and cardiac output.” While the 
systolic pressure may vary with the emotional state 
of the patient, the diastolic is generally a more reliable 
guide. A diastolic pressure over 110 is arbitrarily 
considered high though symptoms of course can occur 
in cases in which the residual “arterial tension” is not 
so high. The patient will frequently state that the 
complaint of lightheadedness exists and when pain is 
present, it usually is in the vertex or suboccipital 
region. 


The relief afforded by osteopathic manipulative 
treatment, not only from the headache but also that 
resulting from lowering the blood pressure, is a source 
of great satisfaction to the patient as well as the 
physician. 
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TOXIC AND OTHER CAUSES 


The headaches associated with fevers and toxic 
conditions are usually explainable on the basis of irri- 
tation to the nerves, as in “bilious” headaches dis- 
cussed earlier, or the presence of toxins in the blood 
stream. 

TREATMENT 

Headache is a symptom, an effect. It is fortunate 
that the therapeutic approach of the osteopathic phy- 
sician offers not only a means of relieving the head- 
ache, but in many instances of effecting a change in 
the process basically responsible. Osteopathic manipu- 
lative treatment of the cervical area serves the purpose 
of relieving the symptom, and in many cases, of im- 
proving nerve and blood supply to the basic offender. 
While there is no constancy of a lesion pattern for all 
headaches, the anatomy of the neck implies involve- 
ment particularly of the upper three cervical segments. 
The relaxation of the musculature of the neck with 
the intent of permitting the correction of the lesion 
pathology is a sound approach. Following the correc- 
tion of existing changes, as dictated by the tissues 
and their reaction to the forces necessary for correc- 
tion, further attention to the soft tissues—both an- 
terior and posterior—offers an expectancy of relief 
in most cases. Even in the presence of a brain tumor, 
judicious manipulative therapy offers some relief until 
the basic cause can be cared for. The utilization of 
cranial technic in indicated cases offers a potent 
weapon. 

As mentioned above, there is no indicated series 
of procedures to be followed. Tucker* stated: 


When treatment is of an inhibitory character it is pos- 
sible to estimate the probable effect by its effect on the 
operator himself. From continued pressure in a spot the 
nerves of the finger finally become numb, and perhaps tingle. 
It is probable that the physiological processes in the patient 
are very close in time to those of the operator; and the time 
when numbness begins in the fingers should mark the time 
when inhibition is effective in the patient’s nerves. .. . 


The chief difference [in inhibitory and the stimulating 
treatment] is in the immediate effects; the ultimate effects 
being more and more nearly the same as more time passes. ... 

The effect of stimulation . .. is ... the same as the effect 
of any new stimulus; it causes a suspension of existing 
co-ordinations until they have taken cognizance of the new 
one—it acts as an inhibition until the new stimulus has been 
co-ordinated. . . . A new stimulus sufficient to break up the 
existing deadlock of the nerves allows the normalizing tend- 
encies of the whole body to assert themselves. 


The discrete use of effective corrective procedures 
after a relaxation of the soft tissues has been secured, 
may be supplemented by suboccipital inhibition. Trac- 
tion on the neck is often helpful. Relaxation of the 
temporal muscle frequently helps. Pressure on the 
frontal bone, pressure as if to articulate the nasal 
bones, relaxation of the muscles of the eyeball by steady 
pressure on the eye itself often are effective. In those 
cases in which the basic cause is remote, attention 
should be devoted to effecting a beneficial change in 
the innervation to that part that the occasion of head- 
ache may be lessened. 

With the development of the prodromes of a 
migraine, traction to the cervical area, correction of 
existing lesions, followed by steady inhibition of the 
suboccipital area may avert the attack. It has been 
a not infrequent experience of the writer to shorten 
the duration of a migraine attack after it has started 
into the second stage by the use of cranial technic. 
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SUMMARY 


Headache is a manifestation of a disturbance that 
causes pressure on or irritation of pain-sensitive struc- 
tures in or related to the head. 

Osteopathic manipulative treatment affords a rea- 
sonable and clinically proved means of relieving this 
common complaint. This treatment is directed to the 
basic cause. In the words of Tucker :** 

Each case contains its own evidence, and correction is 
directed to that evidence and not to any general formula of 
description, which may or may not apply in the individual 
case. 


5 East Court St. 
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Certain Aspects of Diagnosis and Treatment 
of Herniated Intervertebral Disk* 


J. S. DENSLOW, D.O. 
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Kirksville College of Osteopathy and Surgery 


Since Mixter and Barr’ reported the management 
of a series of cases of rupture of the intervertebral 
disk in 1934 this condition has attracted wide atten- 
tion and has raised many controversial issues. Since 
‘his disturbance has been recognized as a clinical entity 
jor such a few years, sufficient time has not elapsed 
io provide the factual data which are required to 
resolve differences of opinion. A comprehensive re- 
view of this condition is given in the excellent mono- 
graph, “The Intervertebral Disc,’ by Bradford and 
Spurling.” 

In this introduction it should be pointed out that 
for a long period of years many cases of low-back 
pain and sciatica, together with certain “functional” 
states which will be discussed later, have been treated 
successfully by osteopathic physicians.t Consequently, 
the chief objective of this paper will be to discuss cer- 
tain aspects of the disk syndrome which are important 
in osteopathic practice and to which little attention has 


been given by neurosurgeons and orthopedic surgeons. 


ETIOLOGY AND PATHOGENESIS 


There can be little question but that disk hernia- 
tions represent a late episode in a condition which 
had its onset months and years earlier. Attention was 
first directed to pathological changes in the disk by 
the classical work of Schmorl.* His work, and that 
which has followed* indicates, if indeed it does not 
conclusively demonstrate, that disk herniations in an 
extremely high per cent of cases are due, primarily, 
to established pathology of the annulus fibrosus, the 
nucleus pulposus, or the cartilage plates which confine 
the nucleus above and below, or, as is commonly true, 
to an abnormality of all three. Bradford and Spurling® 
point out, “Because of the constant stress and strain 
brought to bear upon the intervertebral disc, any 
incipient pathology may become exaggerated without 
the occurrence of a severe traumatic episode. When 
the anatomy of the disc is altered, repair by the usual 
processes occurs, but cannot restore the normal physi- 
ology.” This means, literally, that all weight-bearing 
and motion asymmetries are direct contributing factors 
to disk herniations. The ample evidence of the fre- 
quency with which these factors exist, together with 


*Presented at the Teaching Sessions on Osteopathic Principles, 
Diagnosis, and Therapeutics at the Fifty-Second Annual Convention 
of the American Osteopathic Association, Boston, July 20, 1948. 

+The writer feels justified, even in the course of a technical 
presentation, in making certain observations about the place of the 
osteopathic profession in the development of diagnostic and therapeutic 
procedures in this condition. Beginning with Barr and Mixter, who 
had the facilities of the old and revered Massachusetts General Hos- 
pital, the research which contributes to our present understanding of 
the mechanism of the disk syndrome has been done, for the most 
part, in institutions supported by public funds. To the casual observer 
the formidable array of factual data accumulated by anatomists, physiol- 
ogists, pathologists and by old-school neurosurgeons and orthopedic 
surgeons might imply a lack of ability or interest on the part of the 
osteopathic profession in this condition. Nothing could be further from 
the truth. To date the osteopathic management of a large segment of 
these patients has been in offices and institutions where research 
facilities have not been available. This situation is changing and, since 
osteopathic physicians have been successful in the care of many of these 
cases, the present and future osteopathic contribution, in terms of 


factual data, should be «onsiderable. 


Kirksville, Mo. 


the high incidence of disk pathologies shown by 
Schmorl and others, indicates how often this condition 
might be found. 

Since there is no very great difference in the 
structure of the disk at various levels and since occa- 
sional herniations have been reported at all levels, it 
is apparent that the high incidence of herniation at 
the fourth and fifth lumbar vertebrae is due to the 
instability of the area and the fact that these segments 
not only transmit terrific stresses but also represent 
a transition from the movable vertebral column to the 
relatively immobile pelvis. 

Up to this time we have been largely engrossed 
in the dramatic demonstration of disk substance me- 
chanically compressing nerve roots and we have neg- 
lected (a) the pre-existing derangements of spinal 
mechanics, (b) the effect of such derangements on 
the synovial membranes, ligaments, and musculature 
of the column (including the rib attachments) and, 
probably of greatest importance, (c) the local and 
distant effects of abnormality of the structures named 
in (b). This neglect might be accounted for in the 
observation of Barr,® “A ruptured intervertebral disc 
may cause no symptoms; it may produce a classical 
case with essentially all the usual signs and symptoms ; 
or it may produce atypical symptoms or signs.” This 
is in line with Eaton’s’ observations, “Massive lesions 
and protrusions may exist and produce minimal physi- 
cal findings though the history of the case may indi- 
cate a major involvement exists.” 

It begins to appear that this variation in symp- 
toms, and in fact many of the symptoms themselves, 
might well be due to the degree of irritation of sensory 
endings, not only in the tissues under compression, 
but throughout the deranged joint. 


APPLIED PHYSIOLOGY 


In a discussion of the work of McLellan and 
Goodell® Wolff, and Hardy® point out “That brief low 
intensity electrical stimulation of the ureter from 
within elicits prompt and severe pain experienced 
along the medial border of the rectus abdominis 
muscle” and “the effects of the muscle contraction 
soon masked the initial pain from noxious stimulation 
of the ureter to such an extent that the entire flank 
became tender. The muscle contraction then apparently 
became the dominant source of noxious impulses re- 
sulting in pain.” (Italics supplied.) In his excellent 
monograph Lewis’ discusses parallel observations. 

Since pain mechanisms have certain characteristics 
in common it appears permissible to assume that in 
all probability the mechanisms which disable patients 
with disk problems involve not only the mechanical 
pressure of nerve roots by extruded disk substance 
but also are the result of the weight bearing and posi- 
tion asymmetries which originally led to the disk 
pathology. As Steindler™' points out, “During the 
process of degeneration of the disc, and as a result 
of it, the equilibrium between the disc and the longi- 
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tudinal ligamentous system is destroyed, and this 
disturbance is only incompletely compensated for by 
arthritic ledges and buttresses. The result is that the 
junction between the vertebral bodies is loosened; 
and stress is placed, therefore, upon the supporting 
ligamentous and muscular system.” 


Since the joint tissues are involved it appears 
without question that irritation to sensory endings in 
the joints gives rise to secondary rigidities, etc., which 
themselves become important sources of irritation. 

This is further supported by the observation, 
which will be discussed under the subhead, “Treat- 
ment,” that relief from the pain of the disk syndrome 
may follow procedures which affect such rigidities but 
in no way might be expected to “replace” or “reduce” 
extruded material to its former site. 

As it is apparent that there is a reflex as well 
as a mechanical component in the disk problem, the 
question is immediately raised as to whether or not 
visceral as well as somatic tissues might also be in- 
volved in reflex action. The following case report 
indicates that the latter is true. A white male, aged 
35, was injured in a fall at the age of 12. Following 
this fall he suffered from low-back pain and an in- 
capacitating series of gastrointestinal complaints in- 
cluding anorexia, flatulence, generalized abdominal 
discomfort, and constipation. Neither a_ specific 
diagnosis nor an effective treatment program was made 
despite consultation with a number of well qualified 
old-school physicians. At the age of 21 he consulted 
an osteopathic physician who discovered severe lesion 
pathology in the lower lumbar and sacroiliac areas. 
Manipulative treatment to this pathology was followed 
by improvement sufficient to permit the patient to 
complete preprofessional work and enter an osteopathic 
college. 


About 2™% years ago the patient began to have 
frequent recurrences of the above mentioned gastro- 
intestinal complaints. He became steadily worse 
despite a program of osteopathic manipulative treat- 
ment comparable to that which had been effective at 
a previous period. Osteopathic examination revealed 
a marked hyperesthesia, hyper-reflexia, and abnormal- 
ity in the texture of the soft tissues from the tenth 
thoracic vertebra to the mid portion of the sacrum. 
This extended over both sacroiliac joints but was most 
marked on the right side. Various clinical examina- 
tions failed to reveal organic visceral pathology 
although there existed “a sickening pain all over the 
abdomen” sufficient to cause anorexia, insomnia, and 
a considerable weight loss. The low-back pain in- 
creased in severity and gradually began to include pain 
in the distribution of the right sciatic nerve. Neu- 
rologic examination failed to reveal evidence of sens- 
ory or motor abnormality in the extremities. An air 
myelogram was performed and upon placing the 
patient in extension a deformity in the dural sac was 
visualized at the fourth lumbar vertebra (the de- 
formity was absent with the patient in other positions). 

Since conservative management had failed it was 
decided to remove the pathological disk surgically. 
When the disk between fourth and fifth lumbar ver- 
tebrae was exposed on the right side it was not 
bulging, but digital and instrument pressure revealed 
it to be extremely soft. The annulus fibrosus lacked 
its usual toughness and a section of about 1.5 cm. 
was removed with comparative ease. The softened 
nucleus and much of the annulus were curretted. A 
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spinal fusion was done. The result was dramatic; 
the day following surgery the patient reported that 
for the first time in years he was absolutely free from 
his old back and abdominal discomfort. He had pain. 
of course, from the surgical trauma, but he was defi- 
nite that this pain was entirely different. His recovery 
was complicated by phlebitis of the right leg but he 
has never had a recurrence of the “old” pain; he has 
gained about 25 pounds, sleeps well, and feels good. 


/ 


He has continued to be well for nearly 114 years. 


The pronounced hyperesthesia, hyper-reflexia, and 
abnormal tissue texture at both the midthoracic and 
lumbosacral areas have been markedly reduced. Since 
the improvement, both subjective and objective, which 
this patient has shown is directly related to the dis- 
covery and elimination of the disk pathology, it is 
apparent that the abnormal disk served as a “trigger” 
which maintained the other tissues in a state of 
hyperirritability. 

The osteopathic contribution in diagnosis lies in 
the evaluation of the involved joints by means of his- 
tory, inspection and palpation, and x-ray examination. 
This includes not only a determination as to whether 
or not a given patient has a disk herniation but is 
extremely aseful in reaching an adequate treatment 
program. 

The history of these patients is extremely im- 
portant since, when carefully evaluated, it will provide 
an index to the patient’s reaction to pain and dis- 
ability, and to the relative importance of any given 
illness, as well as yield information about the present 
disturbance. The former is particularly necessary in 
the condition under discussion since, in a good many 
instances, both the conservative and surgical manage- 
ment represent major procedures. 

The chief usefulness of inspection and palpation 
is to determine the extent and degree of irritation in 
the involved joints and to provide a measure of the 
patient’s progress. The factors of safety in the human 
vertebral column are such that certain position and 
weight-bearing asymmetries can be tolerated under 
given conditions in some patients and not in others. 
For this reason determinations of gross positional and 
movement arrangements alone, particularly when they 
are made by inspection and x-ray, are inadequate and 
must be supplemented by palpation for a measure of 
the cord irritability at that segment or part segment. 

It has been demonstrated that a direct ratio exists 
between abnormalities of tissue texture and a chronic 
facilitation of ventral horn cells ; '*-?* hence, the texture 
of the soft tissues may be used as a guide to cord irri- 
tation and ultimately to segmental disturbances which 
result in an afferent bombardment. This point should 
receive great emphasis for the reason that joints, like 
all other tissues, have compensatory mechanisms. In 
the presence of a weight-bearing (positional) asym- 
metry, the joint supporting tissues may or may not be 
strained to the point of irritation. If they are not so 
strained, the soft tissues will have a normal texture. 
If they have exceeded the compensatory mechanisms, 
they will show palpable changes characteristic of ex- 
cessive stress. Specific examples will be stated. In a 
case of root pain where the tissue texture alteration is 
limited sharply to the distribution of one or more of 
the nerves supplied by that root, it is apparent that 
the disturbance is due to root pressure alone and that 
the other joint derangements are fairly well compen- 
sated. On the other hand, where the soft tissue altera- 
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tion is marked, one of two conditions exists: First, the 
disk herniation serves as a “trigger” area and maintains 
a major afferent bombardment or, second, the stresses 
on the total joint are so great as to give rise to exces- 
sive numbers of sensory impulses. 

In the first two examples, where the symptoms 
ire coming from root pressure alone, or where the 
compression is serving as a “trigger” zone, an excel- 
lent clinical result, whether it be by conservative or 
surgical methods, may be expected. In contrast, where 
. major irritation from joint structures exists in addi- 
ion to root pressure the prognosis must be guarded. 
Since, at least at this time, the latter two possibilities 
-annot be differentiated it is necessary to approach the 
probable outcome of such cases cautiously. 

It is of real interest and importance that the pos- 
sibility of a spread of irritation to include visceral as 
well as somatic tissues has not received attention. In 
the “Symposium on the Intervertebral Disc’ presented 
at the Annual Meeting of the American Orthopedic 
Association at Hot Springs, Virginia, in June, 1946," 
a thorough and scholarly discussion of this problem 
was given by a group of distinguished neurosurgeons 
and orthopedic surgeons. Although many hundreds of 
cases were reported, the impact of the severe disturb- 
ance in joints on the balance of the organism was 
afforded practically no attention. This is not in line 
with the importance of this impact in our experience 
nor in the observations of the group who participated 
in the 1931 White House Conference’® and defined 
body mechanics as “the mechanical correlation of the 
various systems of the body with special reference to 
the skeletal, muscular and visceral systems and their 
neurological associations. Normal body mechanics may 
be said to obtain when this mechanical correlation is 
most favorable to the function of these systems.” 
(Italics supplied.) It would seem, a priori, that an 
insult of the caliber of a disk herniation might often 
disrupt certain visceral systems and that the latter 
might become dominant factors in the clinical situation. 


TREATMENT 


The treatment of disk herniations falls into two 
general approaches. The first is the surgical removal 
of the abnormal disk with or without spinal fusion. 
The second is the conservative method in which at- 
tempts are made to eliminate pain and disability by 
various nonsurgical procedures. 

It is widely, though not universally, felt that sur- 
gical treatment should be limited to (a) cases with 
intractable pain, (b) cases showing severe atrophy, 
sphincteric disturbances, and other evidences of severe 
neurological damage, and (c) cases which, after a 
period of weeks, fail to respond to conservative man- 
agement. Since dramatic and complete clinical recov- 
eries have followed surgical management in a number 
of cases and since conservative management is expen- 
sive and may have to be followed by surgery anyway: 
it is tempting to treat all cases surgically. Unfortunately 
this is not entirely without hazard and, hence, should 
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not be used except in the presence of the above indica- 
tions. 


In the conservative management the writer has 
little to add to the excellent description of this phase 
of treatment given by Eggleston*® a vear ago. However, 
there are certain points which warrant emphasis. 

In many instances the irritation in the segment of 
herniation, and in adjacent segments, is extreme. Since 
the tissues involved in the massive rigidity, hyperes- 
thesia, etc. frequently have a different nerve supply 
from those in the area of “root” pain it is apparent 
that two mechanisms, or at least two phases of the 
same mechanism, are involved. The mechanisms almost 
certainly involve a vicious cycle, i.e., irritation caus- 
ing muscle rigidity which in turn adds to the irritation. 
Consequently every attempt must be made, including 
absolute bed rest and often sedation, to break this cycle 
by the reduction of the secondary rigidity. Too often 
this point is neglected, the patient is permitted some 
ambulation and a disappointing result is obtained. On 
the other hand, when ideal management is employed 
and when the cycle remains unbroken this may be con- 
sidered as evidence that the process is so far advanced 
that a physiological recovery is highly improbable. 

In the acute stage it has been my experience that 
slowly applied and slowly released forces which do not 
cause an increase in pain are the most useful. These 
forces should be applied to all tissues which are in- 
volved in rigidity and hyperesthesia. In later stages 
carefully and rapidly applied forces may be used pro- 
vided they are under good control. 


Kirksville College of Osteopathy and Surgery 
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The Osteopathic Lesion Complex* 


VI. The Effects of the Osteopathic Lesion on the Central Nervous SystemT 
W. V. COLE, D.O. 
Department of Anatomy 
Kirksville College of Osteopathy and Surgery 
Kirksville, Mo. 


INTRODUCTION 

In a previous report it was stated that experi- 
mental evidence indicated that the central nervous 
system showed histological alterations following the 
production of an experimental osteopathic lesion, and 
that a more detailed investigation was indicated. The 
present report is an attempt to describe the morpho- 
logical variations occurring in the central nervous 
system following the production of an osteopathic 
lesion, after it had been in existence for 96 hours, 
6 weeks, and 6 months at the level of the seventh 
cervical vertebra. 

MATERIALS AND METHODS 

Five rabbits were used as the experimental ani- 
mals for each of the time intervals, and three controls 
were maintained with each group. The animals were 
unselected and approximately the same age and weight. 

The lesion was produced by the method of Burns,’ 
and consisted of the application of steady pressure 
against the spinous process. Care was taken not to 
traumatize the tissues. This process was initiated 
when the animals were about 6 weeks old and was 
repeated at daily intervals until the contracture in 
paravertebral musculature persisted. Usually it was 
not necessary to repeat the procedure more than five 
times. 

The experimental and control animals were exam- 
ined twice weekly until the animals were killed by 
ether. The autopsy was begun while the animal was 
in deep anesthesia. The central nervous system was 
removed in toto and placed in a fixative of 10 per 
cent formalin in 0.9 per cent sodium chloride. 

The freezing method of sectioning was used after 
the tissues were fixed for 7 days. Sections were cut 
from 10 to 15 micra and stained by the spot plate 
method with gallocyanin and phyloxin.** 

Representative sections were examined from the 
sacral, lumbar, thoracic, and cervical regions of the 
spinal cord, low and high medulla, pons, thalamus, 
cerebellum, and cerebrum. 

EXPERIMENTAL RESULTS 

A. Physical Examination.—Observations of tem- 
perament and condition of the skin and fur were made 
on all animals. Palpatory examinations of respiratory 
and cardiac rates and rhythms were made at each 
examination, 

1. Control animals: No abnormalities were noted. 

2. Experimental animals 

a. The 96-hour experiment: The temperature 
of the pinnae increased and the eyes protruded im- 
mediately following the lesioning process. These 
manifestations disappeared within 30 minutes. 

b. The 6-week experiment: Observations simi- 
lar to those in the preceding experiment were made 
following the lesioning process. Furthermore, several 
days after the establishment of the osteopathic lesion 
the cardiac rhythm became erratic and the condition 


*This report was made possible by a grant from the Committee 

on Research of the American Osteopathic Association. 
his is the sixth report in a series on “The Osteopathic Lesion 
Complex.”” Four parts were published in the November, 1947; April, 
1948; September, 1948; and February, 1949, issues of Tur Journat. 
A fifth part was published in the July, 1948, Journal of Osteopathy. 


persisted until the animal was killed. The paravertebral! 
muscles became rigid following the first lesioning pro- 
cedure, but this state did not become permanent unti! 
the process had been repeated several times. 

c. The 6-month experiment: Physical altera- 
tions were similar to those noted in the preceding 
experiment. 

B. Autopsy Examination.— 

1. Control animals: No changes from the normal 
were observed. 

2. Experimental animals: There were no gross 
changes observed, with the exception of a slight con- 
gestion of the meninges in the 6-week and 6-month 
groups and hyperemia of the paravertebral muscles on 
removal from the animals in each of the experimental 
groups. 

C. Microscopical Examination.— 

1. Control animals: No abnormalities were ob- 
served in the cytoarchitecture of the central nervous 
system. It was noted in several sections that the blood 
vessels were cut at such an angle that it appeared that 
small hemorrhages were present; examination of sec- 
tions above and below indicated that this was an arti- 
fact rather than a histological alteration. 

2. Experimental animals: 

a. The 96-hour experiment. 

(1) Sacral spinal cord: There were several 
areas in which accumulations of erythrocytes were 
observed in tissue spaces, not in close proximity to a 
blood vessel. There was no thickening of the walls of 
the blood vessels but in several vessels there was 
sludged blood,’ and some perivascular infiltration. In 
several sections there was hyperchromicity of the 
nucleus and Nissl substance of the anterior horn and 
lateral horn cells. 


Fig. 1- 


Fig. 2 
Motor end plate. Gold chloride stain, 450, con- 
Motor end plate. Gold chloride stain, «450. In 


Fig. 1. 
trol. Fig. 2. 


the paravertebral muscles at the level of the seventh cervical 
vertebra after lesioning. Note the dense staining reaction and 
the precipitation of the granules in the nerve net. 
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(2) Lumbar spinal cord: There were no 
changes different from those described above in this 
region of the spinal cord. 

(3) Thoracic spinal cord: The petechial hemor- 
rhages were less numerous in this region, but the 
amount of sludging and congestion was markedly in- 
creased, with perivascular cuffing. These changes in- 
creased gradually from the lumbar region to the 
highest thoracic segments when they were most 
evident. 

(4) Cervical spinal cord: Perivascular hemor- 
rhages were large and more numerous in this region ; 
both sludging and congestion were very evident. There 
was a hyperchromic reaction of the mediolateral col- 
umns of cells. These changes were most evident at 
the level of the seventh cervical vertebra and decreased 
in the cephalic portion. 

(5) Medulla: In most of the sections in the 
most caudal portion there was extravasation of blood, 
decreasing in frequency and amount toward the 
medullopontine junction. Congestion, perivascular in- 
filtration, and sludging of “blood were observed, with 
a similar distribution. The only other histopathological 
changes noted in these sections were a slight thicken- 
ing of the blood vesseis$ and an increase in the amount 
of debris in the fourth ventricle in comparison to that 
seen in similar sections from control animals. 

(6) Pons: There was a minimal amount of 
congestion, perivascular cuffing, and extravasated eryth- 
rocytes. No other histopathological changes were 
noted. 

(7) Thalamus: There were several small 
hemorrhages, small amounts of sludging, and some 
congestion, 

(8) Cerebellum and cerebrum: No histopatho- 
logical variations were noted in sections of these 
structures. 

SUMMARY OF THE 96-HOUR EXPERIMENT 

The histological variations noted in these sections 
were primarily vascular, and consisted of vasodilata- 
tion, sludging of blood, congestion, and small hemor- 
thages. The most evident variations were located near 
the cervicothoracic junction but were not limited to this 
region; they extended from the sacral portion of the 
spinal cord to the thalamus. 

b. The 6-week experiment: 

(1) The sacral spinal cord: There were small 
accumulations of erythrocytes between the white and 
the gray columns in the dorsal portion, with sludging 
and congestion of the small vessels of this region. 
There was a small amount of debris in the spinal 
canal but no other changes from the average were 
noted. 

(2) Lumbar spinal cord: Changes in this re- 
gion were similar to those described in the sacral spinal 
cord, but were of slightly lesser degree. 

(3) Thoracic spinal cord: Congestion, sludg- 
ing, and petechial hemorrhages were more obvious 
in these sections and most prominent in the region 
of the cervicothoracic junction. These changes were 
located near the dorsal junction of the white and gray 
matter. There was a slight degree of capillary thicken- 
ing in the majority of sections. There was glial pro- 
liferation in these sections. The staining capacity of 
the cells of the mediolateral and dorsal columns was 
increased to a marked degree and in the anterior 
columns, to a lesser degree. 


tThe capillaries of the central nervous system are thicker normally 
than those in viscera; therefore, it is difficult to estimate the degree 
of thickening of the cerebral vessels in this experiment. 
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(4+) Cervical spinal cord: There were changes 
in the lowest cervical segments similar to those de- 
scribed above; they became less prominent in the 
upper segments. 

(5) Medulla: Congestion, sludging, and small 
extravasations of erythrocytes were the only variations 
noted in these sections. 

(6) Pons: The only histopathological change 
in this region was extravasation of erythrocytes into 
the perivascular spaces. 

(7) Thalamus: There were changes in this re- 
gion of the brain stem similar to those in the pons. 
However, the degree of alteration was increased, 
chiefly in the amount of congestion and thrombi 
formation in the small and medium-sized blood vessels. 

(8) Cerebellum and cerebrum: There were no 
histopathological alterations noted in these structures. 

SUMMARY OF THE 6.WEEK EXPERIMENT 

The changes noted in this experiment were basi- 
cally similar to those of the 96-hour experiment but 
there was an increase in degree of change and dis- 
tribution. These changes were primarily vascular, and 
the altered staining characteristics of the motor cells 
of the gray matter were probably due to the disturbed 
blood supply. 

c. The 6-month experiment: 

(1) Sacral spinal cord: There was a minor 
amount of congestion, sludged blood, and hemorrhage 
similar to that described in the previous experiments. 
The only notable change not previously described was 
a definite capillary thickening, located in the dorsal 
portion. 

(2) Lumbar spinal cord: The changes in the 
vascular supply were similar to those reported above. 
In addition there were evidences of glial proliferation 
and hyperchromicity of the cells of the mediolateral 
and anterior horn cells. 

(3) Thoracic spinal cord: Congestion, sludg- 
ing of blood, and petechial hemorrhages were present 
in this portion of the spinal cord, especially in the 
higher segments. A small amount of debris in the 
spinal canal and a hyperchromic staining reaction of 
the motor cells of the gray matter were observed. 

(4) Cervical spinal cord: The same alterations 
were noted as in the thoracic spinal cord, decreasing 
in the cephalic segments. 

(5) Medulla and pons: The changes observed 
in these divisions of the brain stem were similar to 
those of the 6-week experiment. 

(6) Thalamus: The congestion and thrombi 
were more noticeable in these sections than in the 
previous experiments. In many sections there was 
evidence of petechial hemorrhages. 

(7) Cerebrum and cerebellum: There was a 
slight amount of congestion in the cerebrum; no varia- 
tions from the normal were noted in sections of the 
cerebellum. 


SUMMARY OF THE 6-MONTH EXPERIMENT 


The same type of changes were seen as in the 
previous experiments, but to a greater degree. Glial 


proliferation and hyperchromicity of the motor cells 


were more evident, probably due to the increased 
duration of the experiment. 

Three other structures were examined in this 
experiment that have not been mentioned heretofore : 
the meninges, the dorsal root ganglia, and the auto- 
nomic ganglia. The meninges exhibited considerable 
congestion of the blood vessels but no other variations. 
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Fig. 3 
Fig. 3. Dorsal portion of the lumbar cord. 
center of the section and the glial proliferation. Fig. 4. 
Section near dorsal junction of the white and gray matter. 
sation of erythrocytes near center of section. 


The ganglia exhibited a hyperchromic staining reaction 
of the cells only. 
DISCUSSION 

The physical changes observed are probably the 
result of the existence of the osteopathic lesion, be- 
cause it has been demonstrated® that stimulation of the 
cervical sympathetic produces the physical changes re- 
ported in this experiment. 

Autopsy examination revealed that the paraverte- 
bral muscles were hyperemic as compared to the con- 
trols. Such an alteration has been explained in 
previous reports as due to an autonomic imbalance." It 
has been established that hyperemia and contracture 
are parasympathetic responses and are mediated from 
the autonomic reflex centers of the spinal cord or from 
higher centers in the brain stem.”* It was stated that 
stimulation of the receptors of striated muscle activates 
cells of the autonomic and central nervous systems 
in the spinal cord, that afferent impulses are then 
transmitted to the hypothalamus and thence to the 
dorsal nucleus of the vagus, producing parasympa- 
thetic predominance. It is probable that the response 
of the paravertebral muscles is not due to the trauma 
of the lesioning process but to a parasympathetic re- 
sponse to the contracture of the muscles. 

The above description indicates that an irritation, 
such as that occurring in association with the osteo- 
pathic lesion, will produce an autonomic imbalance 

§The photomicrographs from which Figures 5 to 19 were taken 
were reduced about one half in reproduction. 

Fig. 5. Normal anterior horn cell, 
for 19 months (human). Compare with Figure 5. Fig. 7. 
present 96 hours. Hyperchromicity and eccentricity 

Fig. 5 


450. Fig. 6 


Seventh cervical lesion of 6 months’ 
Thoracicocervical junction. 
White 


Anterior horn cell, 
Anterior horn cell 
of nucleolus. 


Fig. 6 
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Fig. 4 
duration. Note the hemorrhage in th: 
Seventh cervical lesion for 6 months 
columns at lower left. Large congested vessel and extrava 


which results in histological changes in paravertebra! 
musculature. 

The mechanism producing the alterations in the 
central nervous system is an indirect one and probably 
is transmitted over the neurovascular network from 
the point of irritation to distant points. In this experi- 
ment the vascular changes were not localized but 
extended from the thalamus to the sacral cord. It has 
been demonstrated that neurodystrophic processes are 
not confined to a limited sphere, and that they enter 
into the formation of all pathological processes with- 
out exception, are not separable from them, and con- 
sequently do not constitute a separate phase of pathol- 
ogy.*® Such an observation would explain the rather 
diffuse distribution of vascular changes observed 
this experiment, and it would not be expected that 
vascular alterations be confined to the segments in 
which the osteopathic lesion was produced. 

Other experimental evidence indicates that varia- 
tion in the caliber of the vessels of the central nervous 
system can be due to activity of the cerebral vasocon- 
strictor nerves (sympathetic) and to the activity of the 
cerebral vasodilator nerves (parasympathetic) 


The cellular alterations probably were due entirely 
to the change in the vascular supply. Histopathological 
variations in the central nervous system are charac- 
terized by focal areas of perivascular transudation of 
serous fluids and concomitant liquefaction of the ad- 
jacent neurons and parenchyma associated with glial 
450. Neurological degenerative process presen! 
(thoracic), 450. Seventh cervical lesion 
Compare with Figure 5.§ 


Fig. 7 
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Fig. 8 


Fig. 9 


Fig. 10 


Fig. 8. Anterior horn cell (thoracic cord), 450. Seventh cervical lesion of 6 months’ duration. Granulation of Nissl 
substance. Compare with Figures 5 and 7. Fig. 9. Anterior motor cell (medulla), 450. Seventh cervical lesion of 6 months’ 
duration. Hyperchromicity of the Nissl substance. Fig. 10. Anterior motor cell (pons), 450. Seventh cervical lesion of 6 
months’ duration. Slight increase in glial elements. Cells apparently normal. 


proliferation."* In the present experiment only the 
latter was observed ; the cellular changes dil not reach 
the point of degeneration because the vascular supply 
was not involved to such an extent. 

The circulatory system has four principal func- 
tions relative to the nervous tissue that it supplies. It 
determines the ionic environment for the nerve cells, 
it provides oxygen that is essential for normal cellular 
activity, it furnishes nutritive materials and catalysts 
to the cells and it removes the waste products. These 
cells are always in a state of dynamic equilibrium 
which fluctuates with changes in environment.’® This 
explains the variation in histopathological changes in 
the three experiments. The longer the disturbance in 
vascular supply existed the more pronounced the cellu- 
lar changes became. 


The chief change in this experiment was vascular. 
These experiments do not give evidence that the osteo- 
pathic lesion has any effect other than producing a 
functional imbalance in the autonomic nervous system. 
The cellular changes observed apparently were entirely 
dependent upon the disturbance in the vascular supply. 
It has been shown that the response of a cell to irrita- 


Fig. 11. Cervical spinal cord, 160. 
vessels present. Fig. 12. 


Seventh cervical lesion 
Cervical-medullary portion of the spinal cord, 160. Seventh cervical lesion present for 6 months. 


tion or disturbance in vascular supply is a change in 
the size, shape, staining capacity, and arrangement of 
the Nissl substance.’ "* 

There was an indication of neuroglial prolifera- 
tion when the lesion had been in existence for 6 
months. This is indicative of the dynamic processes 
of osteopathic lesion pathology. The neurologia are 
able to proliferate throughout life and are always in 
a state of fluctuation; increase or decrease in these 
cells is a mirror of progressive or regressive change. 
Such a proliferation of the glial elements is often the 
only available guide to the presence of irritative proc- 
esses in the nerve apparatus.’* 

CONCLUSIONS 

From the experimental evidence presented it may 
be concluded that there are alterations in the vascular 
supply and the structural characteristics of the central 
nervous system following the production of an ex- 
perimental osteopathic lesion. The most obvious 
change is in the vascular supply, which was not con- 
fined to the segments adjacent to that in which the 
osteopathic lesions were created but extended through 
the spinal cord and brain stem. 
for 6 months. 


present Considerable congestion of blood 


Vessel is located at the junction of the white and gray matter. Note the congestion and extravasation of the erythrocytes. 


Fig. 13. Medulla (high), 160. 


Seventh cervical lesion present for 6 months. 


Note the congested vessel in the dorsal 


portion. The fourth ventricle is at the extreme upper right of the photomicrograph. 


Fig. 11 


Fig. 13 
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Fig. 16 

Fig. 14. Medulla (mid), 160. Seventh cervical lesion present for 6 months. Blood vessel containing sludged blood 
located in the middle of the section. The fourth ventricle is located at the upper right. Fig. 15. Pons, 160. Seventh 
cervical lesion present for 6 months. Blood vessel in center of section with thickening of the wall. The vessel also contains 
erythrocytes. This section is from the dorsal portion. Fig. 16. Pons, 160. Seventh cervical lesion for 6 months. Section 
from the ventral portion of the pons. Motor cells are of the pontine nuclei; no histopathological alterations noted. 


9. Scheinker, I. M.: Neuropathology in its clinicopathologic aspects. 


changes i nerve cells and connective 
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tissue elements are similar to those previously de- 
scribed’’ as the result of a vascular disturbance. The 
degree of change would indicate that the changes would 
not be irreversible. 
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Section dorsal to Figure 16. Cells exhibit a slight degree 


of hyperchromicity, but otherwise, are apparently normal in character. Fig. 18. Thalamus, 160. Seventh cervical lesion 
for 6 months. Congested blood vessel with extravasation of blood cells. Fig. 19. Thalamus, 160. Seventh cervical lesion for 6 
months. Slight variation in staining characteristics of the cells noted, also a minor degree of congestion in the blood vessels. 
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Hypnosis 


Its Nature and Therapeutic Uses* 


RALPH I. McRAE, A.B., D.O. 
Los Angeles 


The phenomenon of the hypnotic trance has beerr 
‘ecorded throughout the history of the human race. 
Each period of civilization has left it in a slightly 
lifferent form and, as it has come down through the 
-enturies, it brings with it a host of conceptions and 
is strange an atmosphere as the imaginative mind 
could conceive. The problem of stripping these trap- 
pings and the associated irrelevant atmosphere from 
the factual data and accurately evaluating the latter 
has been a most difficult one. During the various 
periods of its ascendency throughout history, the ex- 
planation of hypnosis has been in terms of existing 
ideologies. The ancients ascribed metaphysical con- 
cepts to explain what was observed; the medieval 
savant convincingly showed that it was a matter of 
devil possession; and Mesmer, in the modern period, 
called upon cosmic magnetism of one form or another 
to explain his achievements. This magnetic concept 
clung to the atmosphere of hypnosis throughout the 
nineteenth century, with many curious and remarkable 
variations of application and theory. 

Among the first to question this approach was a 
Scotch physician, James Braid,’ who created the term 
“hypnosis” and came to the conclusion that the trance 
and all of its associated activities were the result of 
suggestion. Braid’s writings aroused the interest of a 
French physician, Liebault, who later gained the sup- 
port of the eminent Bernheim*who formed what has 
come to be known as the Nancy school. Bernheim? 
and his followers after a long and bitter fight finally 
defeated the concept of magnetism and its related mis- 
conceptions at the turn of the century. This victory, 
however, proved to be a hollow one, for in the ascend- 
ance of the concept of suggestion as the full and total 
explanation of hypnosis both the deeper psychological 
and physiological components of the problem were 
eclipsed. Thus hypnosis was left in the untenable 
status of a broad, diffuse psychological theory which 
was lacking in critical formulation to explain a highly 
specific phenomenon obviously having important or- 
ganic physiological components. This relatively sterile 
situation resulted in the practice of hypnosis being 
relegated to the level of an unrecognized and discred- 
ited activity. In the strictly psychiatric field the 
repudiation was accented by Freud’s renunciation of it 
in his work. 

Isolated experimental and pragmatic use of the 
system continued in various therapeutic fields in both 
Europe and America and, with the need for a more 
effective modality to treat the great volume of war 
neuroses in World War I, hypnosis again came into 
clinical prominence. Since that time a great deal of 
research and experimentation with the various aspects 
of hypnosis has been accomplished -in the field of 
experimental psychology, but none of this work has 
achieved a sound working hypothesis as to the true 
nature of the fundamental fact of hypnosis; that is, 
the trance with its basic organic and deeper lying 
psychological connotations. As the matter stands today 
many of the psychologists are still encamped upon the 
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broad base of suggestion. This all-out emphasis upon 
suggestion is characteristically revealed in a _ recent 
publication by Le Cron and Bordeaux* in which they 
go so far as to spread the concept of hypnosis to any 
area in which suggestion plays a part, including ad- 
vertising, mass psychology, and the lullaby. As Bren- 
man and Gill have pointed out, this use of the term 
“suggestion” in relation to hypnosis has lost its dif- 
ferentiating significance and is now a cloak behind 
which is hidden a lack of knowledge. 

An attempt to evaluate hypnosis in terms of a 
dynamic psychology has been made by various authors. 
Anna Freud® tried to show that hypnosis attempts to 
eliminate the ego with all of its defense mechanisms, 
thus concealing the resistance of the patient. Ferenczi® 
formulated the concept that hypnosis is “‘a resuscita- 
tion of the infantile erotic masochistic adjustment.” 
Rosenzweig’ postulates the theory that “hypnotizability 
as a personality trait is to be found in positive asso- 
ciation with repression as a preferred mechanism of 
defense and with impunitiveness as a characteristic 
type of immediate reaction to frustration’ and, con- 
versely, “those individuals who do not use repression 
as a mechanism of defense are characteristically extra- 
punitive and non-hypnotizable.” Other theoretical 
approaches to various phases of the problem have been 
reported, but all require much more evidence and 
research to give them validity. 

The most recent chapter in the history of hypnosis 
has arisen out of the treatment of the war neuroses 
in World War II. The development of several ef- 
fective hypnotic drugs provided a means of inducing 
hypnotic states that were little different from those 
induced by suggestion, and with similar therapeutic 
results. From the clinical point of view it permitted 
the development of certain hypnotic phenomena more 
quickly than is usual with suggestive technics. From 
the theoretical viewpoint it has been an important bal- 
ancing influence in relocating the emphasis toward the 
physiological and neurological aspect of the problem. 

Physiological and neurological evaluation of the 
trance has produced overwhelming evidence that it is 
fundamentally the same as the waking state and dis- 
tinctly different from the true sleeping state. This 
research has included measurement of brain waves,‘ 
cerebral circulation,” respiration and oxygen consump- 
tion,’® respiration and heart action,"? blood pressure, 
blood count, blood analysis,"? and the patellar tendon 
reflex’? in the trance and natural sleep states. 

Pavlov'’* applied his findings on the conditioned 
reflex to the problem of hypnosis and Andrew Salter™ 
has developed this theory upon the basis that words 
are stimuli for characteristic motor and sensory con- 
ditioned reflexes of long standing. He believes that 
their use in the induction process are’ merely stimuli 
to arouse well-established or easily established reflexes 
superimposed upon’ the normal waking state, as are 
other conditioned retlexes in the research laboratory. 
He fails to discuss why different individuals of equal 
intelligence vary so widely in their ability to be con- 
ditioned to hypnosis. He does show close correlation 
between the ordinary conditioned reflex and hypnosis 
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as to the factors of repetition of stimuli, durability of 
the reflex, response to retaining, and characteristics 
of the speed of relearning, as reported by Hull.’ He 
attempts to show by inference that the trance is not 
an entity in itself, but is merely the conditioned reflex 
of various stages of alteration in consciousness super- 
imposed upon the physiology of the normal waking 
state. This approach has the advantage of describing 
the whole situation in known terms, but the psycho- 
logical components of the- problem will have to be 
solved adequately before that approach can be properly 
evaluated. It is interesting to note that Hull discovered 
that some of his subjects developed great resistance 
with anxiety and clear cut psychological rebellion to 
the procedure as they became aware of its implica- 
tions for them. 


Discussion of the classical pattern of hypnosis 
may best be broken down into its three natural divi- 
sions. These are: First, the induction process ; second, 
the stages of hypnosis; and third, the phenomena 
elicited either in hypnosis or posthypnotically. Of 
course, in practice the three are inextricably inter- 
twined. The induction is evaluated in terms of the 
stages of trance achieved, and they in turn are judged 
by the type of phenomena possible to achieve through 
them. In general, however, they do follow a fairly 
well defined sequence as developed in the classical 
suggestion induced hypnosis. 


The induction phase of the problem has two basic 
components. These are: First, the technics and the 
problem of what is essential and what is extraneous 
in achieving the desired results; and second, the prob- 
lem of what are the factors of susceptibility. The 
technics for induction vary nearly as widely as do the 
personalities of the various workers in the field who 
perform them. They all tend to comply with some 
or all of the so-called laws of suggestion’® which em- 
phasize the factors of simplicity, repetition, concen- 
tration of attention, stimulation of the imagination, 
and of instinctual emotions, the principle of reverse 
effect, and convincing validity. 


Preliminary steps usually include a discussion of 
the procedure with the subject and the so-called tests 
for suggestibility, to help convince the patient of his 
susceptibility and to screen for good subjects if group 
work is being done. The use of drugs to assist in 
the induction is important in overcoming resistance 
and to cut down the time element in reaching trance 
levels. The use of the drug in this way does not 
preclude the necessity for using the usual patter to 
elicit the hypnotic status during narcosis. Opinions 
vary as to its effectiveness in assisting in producing 
easier induction at subsequent trials, by posthypnotic 
suggestion under narcosis. If a subject can reach a 
trance stage, the process of subsequent inductions can 
be greatly simplified and shortened by posthvpnotic 
suggestion of a specific nature. Much research is in 
order upon the problem of induction and the true 
relationship of the drug induction to the true phe- 
nomena of the trance under strictly suggestive technics. 
There is evidence that there are differences, but these 
have not been worked out. 


The problem of who is and who is not a good 
subject for hypnosis has been approached empirically, 
experimentally, and by research, but as yet there has 
been no absolute criterion of practical value. It is 
generally recognized that people differ in their re- 
sponse, some being susceptible to one technic and not 
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to others. The experienced hypnotist always has sev- 
eral approaches available, and studies the individual 
carefully for highly personal cues which are often 
invaluable. In general it is recognized that suscepti- 
bility is in inverse relationship to chronological age. 
Most children who can understand speech are easily 
hypnotized. As the age scale rises the problem in- 


*creases in difficulty on the average, but there are 


elderly people who can reach deep trance hypnosis, 
and many younger adults are excellent subjects. Hull’ 
has found a positive correlation between susceptibility 
and intelligence. The statistical survey of the prob- 
lem, due to the important variables which too often 
are not indicated in a given set of data, is not too 
reliable, but combined data suggest the following gen- 
eral values. From 5 per cent to 10 per cent are 
refractory to hypnosis; from 85 to 95 per cent can 
attain the hypnoidal state, and of these from 10 to 20 
per cent can go no deeper. About 75 per cent can 
be put into the light trance, 50 per cent the medium 
trance, and from 20 to 25 per cent can attain the deep 
somnambulistic stage. Wetterstrand’? of Stockholm 
used a system of prolonged hypnosis with patients 
lying in wards through which new patients were led 
as a preliminary orientation. He claims less than 3 
per cent failures, but this figure does not indicate the 
depth of trance achieved. It is interesting to note 
that in refractory cases he did not attempt more than 
two or three trials. His statistics were based on 6,000 
cases. 

In the classical system of hypnosis the four stages 
of the depth of trance have been roughly agreed upon, 
with variations among different writers as to the divid- 
ing line between stages. Davis and Husband** in 1931 
and Friedlander and Sarbin’® in 1938 published classi- 
fications of depths correlated to objective signs. These 
have tended to standardize the terminology around 
the four following stages, hypnoidal, light trance, 
medium trance, and deep or somnambulistic trance. 


The hypnoidal stage consists of a state of mus- 
cular relaxation, with mental and emotional lethargy. 
It is usually objectively characterized by an involun- 
tary fluttering of the eyelids. This light stage is 
clinically interesting because virtually all cooperative 
psychiatric patients can attain it easily and it provides 
several valuable features of therapeutic value. These 
are an increased suggestibility, lowering of resistance, 
an increase in memory recall, with a marked increase 
of affect and reduction in the intellectualizing tendency. 
There is marked improvement in the free association 
activity and the physiological benefit of relaxation is 
often of therapeutic value. 

The light trance stage is classically measured 
from the inability of the patient to open his eves 
when challenged to try. Progressive muscular cata- 
lepsy develops as this stage deepens and blends into 
the medium trance, in which sensory hallucinations 
begin to be elicited and amnesia begins to develop. 
This is the level which from 40 to 50 per cent of 
patients can attain and is used by many therapists 
to induce simple posthypnotic suggestions, the removal 
of symptoms, the recovery of memory, and for in- 
creasing the degree of abreaction. Posthypnotic anal- 
gesia is the usual test for this stage. In the deep 
trance the more striking phenomena of somnambu- 
lance, age regression, bizarre sensory hallucinations, 
and emotional and mental delusions, may be produced 
either in the trance or posthypnotically. This level is 
essential for the more intense dynamic type of hypno- 
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analysis, and as has been indicated is available to not 
more than 20 to 25 per cent of adults. 


From the physiological point of view it is inter- 
esting to note the procession of events in this classical 
system. At the onset there is motor relaxation which 
progresses to involuntary catalepsy and rigidity. This 
is followed by sensory alterations of a general somatic 
type associated with mild personality changes and with 
instinctual emotional trends coming nearer the surface. 
As the sensory disassociation progresses into suscepti- 
bility to more bizarre hallucinations, along with delu- 
sions of affect and thought, the motor function is 
reactivated and may be utilized to implement the 
various induced activities as the deep trance stage is 
ichieved. A critical evaluation of this interesting se- 
quence brings out several theoretical considerations. 
The long accredited historical background would sug- 
gest that it is a basic physiological process and there 
is some evidence to suggest that it is so. Salter’* points 
out that the verbal stimuli has more immediate basic 
motor significance as well as more motor reflex pat- 
terns established than it has effect on the sensory 
reflex activity. It is also obvious that the sensory 
alterations must be mediated through higher thalamic 
centers and would therefore suggest that sensory in- 
volvement would be of a higher physiological order 
and would logically follow in the procession of events. 
As the higher integrative centers are involved in the 
deep trance the motor system is released from its 
primitive reflex inhibition and integrated back into 
emotional and other psychic activities from the higher 
centers of control. Paralleling the involvement of the 
sensory and emotional components of the subject in- 
dicating thalamic and hypothalamic connections, there 
also follows an involvement of the nearby vegetative 
centers with direct influence upon vasomotor tonus, 
cardiac rate, healing power of tissues, and other basic 
autonomic activities, both toward and away from the 
normal balance. 


There is considerable evidence to show that the 
classical pattern is not an absolute one and that many 
variations occur. Several operators have induced rich 
variations in the order of the phenomena. Salter,” 
for instance, has induced sensory hallucinations, both 
somatic and special, with the patient in the full waking 
state, by technics of conditioning. In addition he claims 
that he can train these subjects to achieve these same 
hallucinations by autosuggestion at will. He visualizes 
as a practical possibility a trained battalion of soldiers 
who would be capable of autosuggested anesthesia to 
both pain and traumatic sound, which could be turned 
off and on at will and conditioned to permit hearing of 
necessary stimulations essential to efficiency. 

Another interesting variation in technic and in- 
duced phenomena is the so-called “hypnoidization” 
introduced by Sidis?® and induced by permitting the 
patient to become passively relaxed and give free 
associations to material read to him which is of an 
indifferent nature. The production is rich in visual 
imagery and those who report on its use claim much 
for its therapeutic value. Sidis also differentiated an- 
other somewhat deeper passive state called the “hyp- 
nogogic state” in which dream hallucinations hold 
sway. Kubie and Margolin®' have used the stimulus 
of reproduced breath sounds of the patient to induce 
similar hypnagogic reveries and claim the improve- 
ment of free association and recall of early memories. 

The richly varied phenomena which are used 
therapeutically in hypnosis or posthypnotically can 
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best be discussed in conjunction with a survey of the 
therapeutic areas in which hypnosis is of value. 

Although a sidelight upon the main theme of 
interest, the use of hypnotic anesthesia for surgical 
and obstetrical purposes is clinically interesting. Im- 
portant exploitations of its clinical value occurred 
quite early in the modern period and has been used 
sporadically to the present day. According to Moll,” 
the earliest recorded use for surgery was made by 
Recamier in 1821; in 1829 Cloquet reported his results 
to the French Academy of Medicine; in 1842 John 
Elliotson of England published reports of this technic ; 
and in 1840 James Esdaile performed surgery under 
the anesthesia of suggestion hypnosis and 3 years later 
persuaded the British Government to establish a hos- 
pital in Calcutta devoted to hypnotic healing. He 
performed thousands of operations with this type of 
anesthesia prior to the discovery of chloroform. In 
addition to the benefits of the anesthesia which, unlike 
drug anesthesia, abolishes reflex reactions arising from 
surgery, it was claimed that healing was faster and 
there were fewer postoperative complications. 

In more recent times an interesting report has 
been made in the literature by two Australian phy- 
sicians*® of their use of hypnotic anesthesia for 
emergency surgery while in Japanese prison camps 
without any usual surgical or medical facilities. They 
report that even though some patients were not able 
to reach deep stages of hypnosis the suggestion of 
anesthesia was sufficient to produce cooperation, free- 
dom from pain, rapid healing, reduction of bleeding, 
and noticeable reduction in postoperative complica- 
tions. The use of the technic for obstetrics has been 
equally gratifying in the hands of many obstetricians. 
The general use of the technic is hindered by the sta- 
tistical fact that with today’s methods only one out 
of three are sufficiently good subjects and the necessary 
patient training is also a difficulty. 

The use of hypnosis in psychotherapy can best 
be summarized under six methods of clinical appli- 
cation. They will be discussed in the order of the 
degree of their development of psychodynamic insight. 

1. Wetterstrand,’? Schilder and Kauders,** and 
Rothenberg®® have used various modifications of a 
prolonged hypnotic technic without the use of any 
further therapeutic activity. The subject is left in as 
deep a trance as possible for several days, sometimes 
with the aid of supplementary drugs. The method 
has been found particularly useful in treatment of 
stubborn tics and acute conversion symptoms. It is 
felt that in addition to the effect of prolonged physio- 
logical rest that the “psychic elaborations the patient 
devotes to his experience also have value.” 

2. The oldest and still too often used technic is 
that of direct suggestion under hypnosis that the symp- 
toms will disappear. During the period from 1880 to 
1890 the literature was full of reports of miracle 
cures resulting from this technic. Strangely enough 
many were permanent cures and, what was still more 
difficult to explain, many such cases were of frank 
organic nature. There is hardly any psychosomatic 
problem that has not been reached by this approach. 
In the strictly psychiatric field it has been found useful 
in virtually all of the minor syndromes. 

3. A slightly more advanced approach to the 
problem has been the direct suggestion of disappear- 
ance of the underlying attitudes producing the symp- 
toms. Relatively superficial as this approach is, it has 
a long list of benefits attributed to its use. Although 
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it did attempt to give the patient some insight into 
his problem, it was of an intellectual nature and per- 
mitted little true psychodynamic release. For certain 
acute and recently acquired neuroses it has value in 
present-day therapy. 

4. The technic of searching out lost memories 
which are affect-laden and permitting the patient to 
react to these situations under hypnosis was heralded 
at the turn of the century as a great cure-all method 
in psychotherapy. This abreactive use of hypnosis 
permitted much greater insight into the dynamics of 
certain types of cases and also achieved many thera- 
peutic results. The technic varied from mere ventila- 
tion of such affect-laden material to the more pro- 
gressive idea of reintegrating these traumatic memories 
into the waking state where they could be faced and 
their full meaning in terms of the symptom pattern 
could be understood. It has generally been agreed 
that where there is a problem of amnesia, this ap- 
proach is clinically the most valuable. The recent use 
of it under narcohypnosis has been well covered in 
the literature about acute war neuroses with amnesia 
in the last war. 

5. The fifth type of hypnotic therapy is a broad 
classification of psychotherapy in which the use of 
hypnosis is exploited to its limits. Every effort is 
made to develop the therapy around the deeper moti- 
vated problems of the patient with hypnosis used as 
a catalyst. Use is made of a wide range of induced 
phenomena for the direct purpose of uncovering lost 
material in the life history, releasing emotional tension 
areas, and a general manipulation of the therapeutic 
session. These phenomena include posthypnotic sug- 
gestion, age regression, the induction of automatic 
writing, drawing, and projection of visual hallucina- 
tions into crystal balls, mirrors, etc. Amnesia is relied 
upon and utilized to protect the patient from the full 
impact of material uncovered and to facilitate the 
progress of certain therapeutic situations. Dreams 
both in hypnosis and induced posthypnotically are 
induced and analyzed both in and out of the trance. 
Erickson*® has developed this technic to its highest 
general usefulness and reports many successes handled 
by this mixed concentrated system in which the under- 
lying conflicts are maneuvered into and out of con- 
sciousness for specific purposes. The necessary skill 
in this active manipulation of the therapeutic situation 
is the vital point to keep in mind. Under proper con- 
trol and with sound theoretical background the technic 
does offer a great saving in time and may be particu- 
larly useful in acute problems in which slower or more 
superficial approaches would be inadequate. 

6. The use of hypnosis in the field of strictly 
psychoanalytic therapy is possibly best exemplified by 
the work of Wolberg.** Many other workers have 
used the term “hypnoanalysis” to indicate a wide range 
of therapeutic approaches in which hypnosis plays a 
part. However, the use of free association, the length 
of the therapy process, the depth of the analysis and 
the use of strictly psychoanalytic concepts in handling 
the dynamics involved, generally identify this particu- 
lar field in which hypnosis has also been found useful. 
In this approach the number of subjects who can 
achieve the deep trance stage is increased by the 
initial use of hypnotic drugs and the analysis of the 
resistance to hypnosis. Although the deep trance is 
not essential for all of the therapeutic requirements, 
it is highly desirable for the full depth of hypnosis to 
be available. An important change of pattern is the 
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stimulation of alert cognitive and affective components 
of the personality in the deep trance. This permits 
the patient to exert a more active part in his therapy 
and to refute interpretations of the therapist when 
not valid or acceptable. In this atmosphere the analysis 
is dramatic, and marked by free self expression on 
the part of the patient. The transference is somewhat 
colored by the hypnotic relationship, but this freedom 
of expression permits the development of all forms 
and fully labile types of transference relationships. 
The hypnotic phase also is felt to permit the trans 
ference to precipitate much faster and be more dy- 
namic during the course of therapy. Wolberg*’ feels 
that hypnosis permits a direct opportunity to overcome 
resistance arising from the transference when this 
becomes an important component of the blocking of 
progress. 

Amnesia is utilized in many ways. The question 
as to the value of material produced under hypnosis 
which remains amnesic to consciousness is often 
raised. The answer lies in the undoubted fact that 
amnesia is an artifact. The ego is definitely affected 
by the events transpiring in the trance, and tests show 
conclusively that posthypnotic amnesia is only super- 
ficial. It is not uncommon in therapy for material 
revealed in a trance to show up in consciousness 
several sessions later as conscious memory, with the 
patient feeling that it is his fiwst real recollection of 
it during therapy. 

It is felt by those who use this method that, con- 
trary to the opinion of others, the ego gains strength 
in hypnoanalysis, and that this gain of inner strength 
is one of the most gratifying elements of the hypnotic 
approach. So dynamic is the process and so rich is 
the affective element of the sessions, that it is impera- 
tive that the therapist be well integrated and under- 
stands his own reactions clearly. The situation permits 
the free action of any neurotic trends the therapist may 
have within himself. Some counter transference is 
inevitable and must be handled effectively and with 
real insight to avoid getting tangled in the therapeutic 
situation. 

The patient should be trained in hypnosis before 
the analysis is begun. Later attempts to initiate this 
approach may become involved and disturb the thera- 
peutic situation. Wolberg?’ recommends a series of 
six 2-hour sessions to train the patient to attain 
somnambulism rapidly upon signal, and a succeeding 
six sessions to train him in the use of the various 
technics used in the trance. During this training 
period the personal problems and symptoms of the 
patient are left strictly out of the discussion. The 
technic of free association is then taught and in the 
therapeutic sessions the patient spends the first 15 
minutes of the session in free association in the wak- 
ing state, is then hypnotized and therapy continued. 

The use of automatic writing is often of value 
in bringing up repressed.material. There is clinical 
and experimental evidence to show that material re- 
leased through handwriting is less under the suppres 
sive influence of the ego than material released by 
speaking. It is not unusual to have automatic writing 
reveal truths that the spoken word does not even 
imply, and these may be simultaneous, in the tranc: 
or posthypnotically. Other technics for overcoming 
resistance include commanding the release of certain 
data upon a given signal, or calling for the letters of 
a repressed word out of normal order and _ late: 
rearranging them, The use of drawing is interesting 
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in that it may be very symbolic and cryptic and may 
require involved interpretations under hypnosis. 

Another phenomena of real value is the use of 
the implements of necromancy, the crystal ball, the 
mirror, and the ouija board. Visual hallucinations 
may be projected into such equipment, often permit- 
ting material to pass the censor, with the production 
of data which is sometimes pure fact or highly in- 
volved symbolic material. Age regression is a powerful, 
but not perfect tool for enucleating forgotten traumatic 
and neurotic material. Age regression, like post- 
hypnotic amnesia, is not absolute or complete. It does 
have a remarkable quality of authenticity about it. 
The patient reacts to long forgotten situations with 
evident affective realism. The handwriting often re- 
gresses as does the vocabulary, and often the voice 
itself changes to conform with the appropriate age 
level induced. Dreams and _ hallucinations induced 
during age regression often reveal very simple child- 
like symbolizations of the problem under investigation 
and often are almost pure memory scenes of actual 
events. 

An interesting phase of age regression is the 
problem of the therapist’s assuming the proper role 
in the situation as it unfolds. Sometimes the therapist 
may assume a definite role. Quite often the patient 
will cast the therapist in a role spontaneously, which 
may suggest the pattern of the transference at the time. 

The use of posthypnotic suggestion is a highly 
dynamic and very flexible instrument utilized in ther- 
apy with some advantages. It is most effective when 
it is specifically timed, to be elicited by a definite 
signal, and is protected by amnesia. Repetition during 
the instruction phase is important for lasting effects. 
Therapeutic use of the technic for somatic functional 
problems has been challenged on the basis of the 
transience of the effect. There is good evidence to 
show that if the proper technic is used and there is 
sufficient repetition the effect may be quite lasting. 
Hull*® has supported this with research. An interest- 
ing auxiliary influence in maintaining such effects is 
by the use of autohypnosis to repeat the stimuli from 
time to time between therapeutic sessions. The subject 
of autohypnosis is beyond the scope of this paper, 
but it can be pointed out in passing that it should not 
be taught to those who are unstable, or in whom the 
personality factors are subject to easy disassociation. 
If there is complete amnesia, Erickson*® believes that 
during the performance of a specific posthypnotic 
suggestion the subject passes into the trance state 
spontaneously. If the therapist interrupts the act at 
the right time he can induce the trance into deeper 
stages by proper suggestion. Many subjects forget 
the performance of the act as soon as it is performed. 
Others will go to great length to justify their conduct 
if questioned. 

The use of induced neurosis under hypnosis or 
posthypnotically is valuable in the hands of the skilled 
therapist. One of its chief values lies in its effective- 
ness in demonstrating to a resistant patient the true 
nature of his problem by having him experience a 
similar, but artificially induced conflict. This is then 
discussed with him frankly in the waking state and 
clarified under hypnosis. Repetition of the experience 
with variations may be necessary to be convincing. 
Another very interesting but much more complicated 
technic suggested by Wolberg®’ is the development 
of a dual personality situation in deep hypnosis. The 
proper suggestions are made that the part of the 
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patient which utilizes a given channel of expression 
—such as automatic writing—is identified to another 
person of whom he is internally unaware. The element 
of the personality which uses speech for expression 
is then set up as an alter ego whom the therapist takes 
into his confidence to conspire to overcome the re- 
sistance of the unknown areas. Skill and ingenuity 
are vital in the development and operation of this 
situation. It is important that the dual pattern be 
limited to the deep trance and that the basic personality 
structure is sufficiently integrated not to be strained 
by such disassociating artifacts. 
CONCLUSION 

An attempt has been made to show that hypnosis 
is a relatively specific phenomenon which has long 
been exploited under the guise of many theories and 
concepts. The key situation in the classical type of 
hypnosis is the trance state which may vary from 
light to medium and deep stages. In its essential nature 
it is a neuropsychological manifestation characterized 
by an alteration in the state of consciousness with a 
remarkable increase in susceptibility to suggestion. 
Neurologically and physiologically it is identified to 
the waking state and the various elements of the prob- 
lem have strong resemblances to the conditioned reflex. 

On the psychological side there is the problem 
of why some patients are highly susceptible and others 
highly resistant to the induction and what are the 
psychological motivations for these variables. An at- 
tempt has been made to indicate the general broad 
field of the methods of using the hypnotic technic in 
therapy. The range of various approaches and some 
of the more important specialized phenomena exploited 
for therapeutic purposes have been indicated. It is 
strongly urged that more physicians become familiar 
with the methods of its use in various fields of therapy. 
The need for research to clear up both fundamental 
and detail problems is very great, and should be very 
fruitful for many areas of civilized living. 
‘The Meyers Clinic 

800 S. Berendo St. 
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Prostigmine Bromide—Atropine Sulfate Treatment of 
Rheumatoid Arthritis 


An Untoward Reaction 
HERBERT J. SMITH, JR, D.O. 


Denver 


Kheumatoid arthritics become pitiful problems 
when their disease remains unchecked. Normal indi- 
viduals may become deformed, pain-ridden, crotchety 
individuals with whom no one likes to associate. The 
search for specific treatment has been long and, to 
date, unsuccessful, since no one drug will relieve 
symptoms and/or halt the progress of this disease in 
every instance. 

Among the modalities long used are physical 
agents, such as heat and massage, baths at spas, and 
the like ; diet of every type, based on everything from 
intelligent deductions to crackpot notions; and a long 
list of drugs. More recently sulfonamides and peni- 
cillin have been used. Boland and others’ found no 
definite evidence of improvement in a series of patients, 
all with early progressive rheumatoid arthritis, given 
as much as 3,250,000 units of penicillin in 20 days. 
The work was done in 1944 and the dosage is smaller 
than might now be used, but it seems clearly to indi- 
cate the inability of penicillin te give relief. The sul- 
fonamides are likewise of little benefit. 

The salicylates bring temporary relief to many 
patients without apparent alteration of actual pathol- 
ogy. The use of cinchophen, aminopyrine, and other 
analgesics and antipyretics is widespread; little suc- 
cess attends their use. The past 8 or 9 years have seen 
the use of irradiated ergosterol in massive doses. With 
the advent of this therapy hypercalcemic renal insuffi- 
ciency is no longer a medical rarity. Prolonged 
hypercalcemia can lead to the metastatic calcification 
of many tissues, including the conjunctiva and the 
cornea ;? the blood urea is at times very markedly 
elevated and kidney pathology severe in the presence 
of relatively benign findings of urinalysis. The ele- 
vated serum calcium may subside very slowly after 
vitamin D is withdrawn. Elapsed time since this: ther- 
apy was introduced has shown it to be only occasionally 
of marked benefit, and its use dangerous in the ab- 
sence of adequate laboratory control. 

Atropine sulfate has long been used for the 
symptomatic treatment of Parkinson’s disease. Its re- 
laxing effect upon the skeletal muscle spasm in that 
disease was the reason for its trial for arthritics, who 
suffer greatly from muscle spasm also. Prostigmine 
methylsulfate was introduced into therapeutics in 1931 
for its stimulant effect upon the intestinal tract, and 
was found in 1935 to be nearly specific for myasthenia 
gravis.’ The action is similar to physostigmine, a 
large dose of which causes a curariform depression. 
Combination of these two pharmacological agents was 
a more or less empiric attempt to relieve’ the sometimes 


crippling spasm of the rheumatoid arthritic’s skeleta 
muscles. The drugs are physiological antidotes, a fac! 
which adds to the safety of their combination. 

An article* on prostigmine was published in 194: 
in one of the pocket-sized digests and produced tre- 
mendous curiosity on the part of the laity. A litth 
later an oral form of the drug, prostigmine bromicd 
was produced so that parenteral administration no 
longer was necessary. 

In many instances the combination of prostigmin: 
and atropine has relieved markedly the severe rheuma- 
toid symptoms which no other modality had relieve: 
previously. The effects of the drugs decrease as tol 
erance from use occurs, so the dose must be increase! 
Care must be used when increasing the dose, however, 
because the range of safety between therapeutic and 
toxic doses is not great. Many patients cannot tolerate 
the preparation. The following case report demon- 
strates one possible reaction. 

A 65-year old moderately obese white female was 
first seen in -1947 because of early congestive hear! 
failure. She had been well until May of that year 
when she began to note mild dyspnea following exer- 
cise, coincident with ankle swelling in the late after- 
noon. The symptoms gradually increased in severity, 
and by July she was having marked pulmonary 
difficulty. 

Physical examination revealed her blood pressure 
to be 168 systolic, 96 diastolic, with the pulse, tem- 
perature, and respiratory rates within normal limits. 
The point of maximal impulse was in the fifth inter- 
space 4 cm. lateral to the midclavicular line and there 
were numerous moist rales in both lung bases. There 
was one plus pretibial and ankle edema (on a grading 
basis of one plus to four plus). The physical examina 
tion was otherwise negative. 

The results of laboratory examination were within 
normal limits or negative, except for an electrocardio- 
graphic finding of a left axis deviation and minor 
myocardial conduction changes. A 6-foot chest x-ray 
showed an enlarged left ‘ventricle and some hazines- 
of the bases. 

The patient was placed under the usual sodium 
ion restriction, and was acidulated, and digitalized. 
She was also put on a 980 calorie weight reduction 
diet. Within 3 weeks she was clinically much improved. 

The patient was next seen in October, 1948, 
because of a sudden right-sided hemiplegia immedi- 
ately following an attack of severe anginal pain. An 
electrocardiogram revealed changes significant of a 
posterior infarction. The hemiplegia had begun to face 
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within 2 hours of onset. A 1 month period of bed rest 
while taking high potency tocopherex (Squibb) caused 
a very rapid change in the electrocardiogram which by 
November showed upright T waves and an apparently 
normal tracing. 

On November 14, 1948, the patient began to 
complain of pain and stiffness of the fingers and 
wrists and within 36 hours all these joints were red- 
dened, swollen, and showed marked limitation of 
motion. A Widal test was negative. The patient gave 
a history of inability to tolerate acetylsalicylic acid. 
An injection of prostigmine methylsulfate 1/2000 
with atropine sulfate, grain 1/150, was given paren- 
‘erally and prescription for the oral preparation left 
with instructions that four doses be taken daily. For 
10 days the patient’s progress was very satisfactory. 

On November 27 the patient complained of sud- 
den vertigo and severe nausea and had four stools 
within an hour. She vomited once and then became 
comatose. The family was certain another cerebral 
accident had occurred and was prepared for the worst 
when the patient was examined. 

There was no evidence of hemiplegia, the Babin- 
ski reflex was negative bilaterally, and there was no 
clonic contraction of either lower extremity. Abdomi- 
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nal and corneal reflexes were normal. In about 20 
minutes the patient became conscious and wondered 
what the excitement was about. Two days later an 
identical accident occurred. The medication was im- 
mediately discontinued and to date there has been 
no recurrence of these rather bizarre symptoms. 

Although it is difficult to let this patient suffer 
from her arthritis it seems better than to invite dis- 
aster by permitting such reactions. An alternative 
would be a gold salt series, but the possibility of toxic 
hepatitis, the frequency of severe reactions, and the 
usual limited success of this treatment make it un- 
desirable, except as a last resort. 

Undoubtedly the search will continue for a spe- 
cific treatment for rheumatoid arthritis. Patients with 
this disease are surely in need of research in their 
behalf. 

7117 North Federal 
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Nutritional Care of the Surgical Patient* 


V. H. DIERDORFF, D.O. 
Wyandotte, Mich. 


The subject of the nutritional care of the surgical 
patient may be approached from three viewpoints: (1) 
Preoperative nutrition, (2) postoperative nutrition, and 
(3) nutrition in those cases requiring special considera- 
tion. 

PREOPERATIVE CARE 


Normal individuals, meaning those in whom the 
time of surgery is elective, with average metabolism 
and no severe digestive restrictions, should be en- 
dowed with ability to store reserves in sufficient quan- 
tity to carry them through average surgical incidents 
with no hazard. This type of patient should have a 
daily intake of from 2400 to 2600 calories for at least 
5 days prior to surgery. The division of diet should 
be as follows: 140 grams of protein, 400 grams of 
carbohydrate, 70 to 75 grams of fat per day. Many 
authors have reported that a high intake of vitamins B 
and C, preoperatively, results in a rapid return to nor- 
mal organic function and stimulates the process of 
wound healing. Glucose feedings are needed to aid 
the liver in its action of detoxifying anesthetic agents. 


Patients with high metabolic rates, as in hyper- 
thyroidism, or active infections require special fortifi- 
cation of nutritional reserve and supply. The hyper- 
thyroid patient must be in a state of weight gain prior 
to surgery. It is advisable to provide a high glucose 
diet, as an already high metabolism is further accel- 
erated by the surgical procedure on the thyroid gland, 
and the reserve glucose stores are oxidized rapidly. 
This is highly important because the temporary diffi- 
culty and pain in swallowing postoperatively retards 
the return to normal intake* 

The surgical patient with active infection has an 
increase in metabolism similar to that of the hyper- 
thyroid patient and should be treated in a like manner. 

*Presented at the Surgery Teaching Sessions at the Fifty-Second 


Annual Convention of the American Osteopathic Association, Boston, 
July 22, 1948. 


However, with the aid of chemotherapeutic agents, such 
as penicillin and streptomycin, they should return to a 
normal metabolic level in a shorter period of time. 

The debilitated or undernourished patient, may re- 
quire, excepting in emergencies, a longer than usual 
period of preoperative nutritional care, for reserves of 
glucose and protein factors are often far below normal. 
In addition to high peroral intake of a high protein, 
high carbohydrate, and low fat diet and high dosage 
of vitamin B complex, daily intravenous feedings of 
amino acids and vitamins B and C are necessary. 

The anemia factor must not be overlooked in the 
nutritional care of this category of patients. Transfu- 
sion of whole blood and plasma may be necessary to 
bring the patient into positive nitrogen balance and 
also in condition to utilize the previously mentioned 
agents. Patients with intestinal obstruction will require 
intravenous feedings of chlorides, amino acids, plasma, 
glucose, and vitamins on a more intensive scale pre- 
operatively. Patients without pyloric stenosis may be 
fed with an intragastric drip, using a feeding mixture 
rich in protein and carbohydrates and low in fat. 

POSTOPERATIVE CARE 

In caring for the patient postoperatively the prin- 
ciple of diet is to fulfill normal desires as soon as is 
possible. To use the thought of Milton Fischer,’ “most 
hospitals should rid themselves of dieticians and give 
the patients what they desire to eat.” It should not be 
forgotten that amino acids are at best a substitute for 
food materials found in a diet of milk, meat, fruit, 
and vegetables. After elective surgery, the average 
patient in good nutritional condition will do very well 
if his desires for food are satisfied. Early ambulation 
definitely aids the toning up process of the intestinal 
tract, and adequate bulk of good food should quickly 
establish normal physiology. 

Vitamin deficiencies give rise to many obscure 
complications. D. J. Leithauser,? reported six cases in 
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which a vilamin B, deficiency caused adynamic ileus 
with upper intestinal dilatation. Those cases in which 
the cause was recognized responded quickly and effect- 
ively to use of vitamin B alone. 

Intestinal disorders will often result in hypopro- 
teinemia, because of poor appetite and vomiting. Rav- 
din® studies the effect of hypoproteinemia on wound 
healing in dogs, and found a definite retardation asso- 
ciated with hypoproteinemia, which was always averted 
by restoration of serum protein to normal levels imme- 
diately after operation. Koster‘ studied fifty-eight pa- 
tients with operative wounds and found in general that 
patients who had deep infection or disruption of 
wounds showed low values for serum protein. Co Tui® 
reported that studies of burns, gastrectomy, cholecys- 
tectomy, and herniotomy suggest that convalescence 
can be shortened, and strength and weight conserved 
by full caloric and nitrogen replacement immediately 
after operation. He further states that protein digests 
are indispensable in many disease conditions and can 
be used with greater elasticity than natural food. 

Remington and others® recently pointed out that 
nitrogen administered orally in the form of amino 
acids is utilized several times more effectively than 
when given intravenously. These clinicians emphasize 
that realization of the importance of nitrogen balance 
in preoperative, as well as postoperative, care will aid 
in lowering surgical morbidity and mortality. It has 
been my own observation that osteopathic manipulative 
therapy has been valuable in the aid of impaired diges- 
tion as well as in giving the patient an optimistic out- 
look toward the return to good health. 

Another important factor is the proper evaluation 
of electrolytic balance of the postoperative patient. 
Coller and his associates’ emphasize the importance of 
daily evaluation of the fluid and electrolytic require- 
ments of patients. Not many years ago the routine in 
most hospitals was to give a patient, following major 
surgery, especially intestinal procedures, from 2 to 3 
liters of 0.9 per cent saline solution in 24 hours, wheth- 
er or not glucose was included in the infusion. The 
hazard, particularly in older patients, can easily be 
recognized. 

For every 6 grams of sodium chloride retained 
approximately a liter of water is retained. When pa- 
tients receive from 18 to 27 grams of sodium chloride, 
which is contained in 2 to 3 liters of saline solution, a 
day, and their requirements, even in the early post- 
operative phase, lie somewhere between 4.5 and 9 
grams a day, it is easy to understand that difficulties 
arise in the maintenance of electrolyte balance. The 
retention of 2 or 3 liters of excess fluid in the tissues 
causes edema of the intestinalanastomosis, as well as 
of the abdominal wound where tissue damage is great- 
est. The recent trend to early postoperative feeding 
following intestinal surgery, with less saline infusions, 
seems a more sensible approach to proper fluid and 
electrolytic balance. 

Wangensteen*® recently pointed out the importance 
of weight in evaluating the status of hydration. He 
said, “The objective of the surgeon after operation is 
to keep the patient within a fluctuation that does not 
exceed or fall below the preoperative or normal weight 
by more than one or two per cent. Fluctuations in 
weight of more than three per cent from preoperative 
normal are few indeed” unless serious imbalance of 
fluid and electrolytic level is present. Judgment of 
hydration according to hemoglobin fluctuation is not 
reliable, because of frequent variance of from 5 to 10 
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per cent. It is fair to suggest that the weighing scale 
is probably twenty-five to fifty times more sensitive 
than the hemoglobin determination in the detection of 
minor changes in body hydration in postoperative pa- 
tients. Therefore, it would seem advisable to use the 
weighing scale to detect early dehydration, so that cor- 
rection can be made to avoid serious complication in a 
patient’s recovery. Here again the value of early am 
bulation is evidenced by simplification of the dail) 
weighing of the patient. 
CASES REQUIRING SPECIAL CARE 

Under this heading will be considered patients 
with special problems, such as diabetes, nephritis, and 
hepatic diseases. 

The diabetic patient should have reasonably liberal 
amounts of simple foods, both before and after opera- 
tion, and the sudden restriction of carbohydrates should 
be avoided. Orange juice, oatmeal gruel, cream of 
wheat and milk, and vegetable purees are carbohydrate 
foods which may be depended upon. Both prior to 
and following the operation there is likely to be tran- 
sient glycosuria. It is unwise at such a time to curtail 
drastically the diet in an effort to get rid of this sugar. 
As tolerance increases and as the patient recovers, the 
sugar will usually disappear. Since an adequate store 
of glycogen is good insurance for the recovery of any 
patient, the effort should be to induce the diabetic 
patient who is being prepared for operation to store as 
much glycogen as possible, by permitting a liberal car- 
bohydrate intake. Sufficient insulin should be given the 
patient to oxidize this quantity of carbohydrate and 
thus to guard against acidosis. As a rule the patient 
will require more insulin at this time than at other 
times. 

Preoperatively and postoperatively the nephritic 
patient will require a high protein, moderate carbo- 
hydrate, and low fat intake. Very special attention 
must be paid to fluid and electrolytic balance. The 
weighing scale can be of utmost importance in deter- 
mining the hydration status of the patient. 

In the event of surgery in the hepatic patient, the 
diet should contain a maximum of proteins and be 
high in carbohydrates and low in fat. Daily injections 
of whole liver extract and highly potent injections of 
vitamin B complex should be given daily as well as 
oral vitamin B complex, multiple vitamin capsules, and 
amino acids. 

Many variations of nutritional problems will occur, 
which must be handled according to the individual clini- 
cal findings. An example of confusing nutritional 
treatment may be cited in the case of a patient who, 
when brought to the writer’s attention, was in a criti- 
cal condition resulting from a severe automobile acci- 
dent. The patient was an undernourished middle-aged 
male suffering from concussion and multiple head and 
body contusions. Primary therapy consisted of reduc- 
ing cerebral edema with hypertonic sucrose and glucose 
solutions. On the fifth postaccident day increasing ab- 
dominal pain and progressive shock, with sudden drop 
of red blood count and hemoglobin, indicated delayed 
abdominal hemorrhage. Blood replacement was started 
and an abdominal exploration revealed a ruptured 
spleen which was removed and the hemorrhage checked. 
Blood replacement therapy was continued and because 
of poor appetite, heavy amino acid and vitamin therapy 
was given intravenously with caution, because of the 
concussion. Oral feedings of high protein and carbo- 
hydrate content were encouraged with high dosage of 

(Continued on page 416) 
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THE 1949 DIRECTORY 
1949 Directory oF OstTEoPpaTHIC Puysi- 
CIANS is off the press. It will be in the hands of 
members of the Association and other subscribers 
somewhat earlier than last year when Chicago pub- 
lishers were impeded by disagreements with their 
employees. The type and general arrangement used 
this year follows acceptable patterns of earlier years. 


The 


Members of the Association are listed alphabeti- 
cally and also geographically. School and date of 
graduation and specialty certification are also indi- 
cated with both listings of each member. Nonmembers 
of the Association are listed separately, on a geo- 
graphical basis. Membership in divisional societies is 
indicated by a star following each name. 

The book carries lists of officers and committee 
members of the Association and of officers of affiliated 
or allied groups, the Constitution and Bylaws and 
Code of Ethics of the Association, and other informa- 
tion for the use of members, organization representa- 
tives, and others who in steadily growing numbers 
have a legitimate interest in the profession. 

A small loss in total membership was experienced 
this year, the first in many years. The loss reflects, 
in an unexpectedly small number of cases, the effect 
of the materially increased membership dues. In every 
year since the last previous raise in the amount of 
annual dues, there has been a substantial increase in 
Association membership and there are indications that 
the increase will resume with the new year. 

Dues in many divisional societies have also been 
raised within the last few years and membership in 
those divisions has held up well; in fact, the member- 
ship percentages over a period of a few years have 
generally increased. 

The 1949 Directory carries the names of 11,233 
osteopathic physicians, 37 less than last year. The 
decrease is explained by the small graduating classes 
for the last 3 years resulting from the small entering 
classes near the end of the war for the period during 
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which Selective Service did not defer preprofessional 
students. It may be noted here also that the Colleges 
have found it impossible to train adequately the larger 
classes which would be necessary to promote rapid 
growth in the profession in view of the depletion in 
the ranks because of ill health, death, or retirement 
for other reasons. Expansion in training facilities in 
osteopathic schools is sorely needed. 

Of the 11,233 osteopathic physicians listed in the 
Directory 7,660 (68 per cent) are members of this 
Association. Of these 6,690 (87 per cent) are mem- 
bers of their respective divisional societies, a small 
improvement over last year. Ten years ago only 76 
per cent of A.O.A. members belonged to their divi- 
sional societies. While dual membership in this Asso- 
ciation and in divisional societies is not a requirement 
of either, it remains evident that organization at divi- 
sional and national levels has the approbation of pretty 
much the same persons. 

Seventy-two and seven tenths per cent of those 
listed in the Directory are members of a divisional 
society. This Association steadily urges every member 
of the profession to support the proper divisional 
society. As these societies gradually improve their 
service to members in the increasingly complicated 
machinery of the integration of physicians into society, 
membership in those organizations will continue to 
grow. 

Membership in the Association in 1949, at 7,660 
or 68 per cent, compares favorably with a member- 
ship of 5,082, or 53 per cent, ten years ago. Member- 
ship in divisional societies now at 8,167 compares with 
a membership of 5,737 in 1939. 

The increases are significant and reflect in large 
part the realization, on the part of the physicians, of 
the necessity of organizational solidarity. The physi- 
cian does not, can not, live to himself alone. He lives, 
and in a large measure is judged, by the reputation 
of his profession, and the service it collectively 
provides to society with the aid of his individual 
contribution. 

Few members of the profession recognize the 
work which goes into the maintenance of personnel 
files by the Association. The system is complicated 
and the workers who maintain the records under the 
capable and experienced direction of Caroline Wells, 
are versatile, careful, and persevering in their efforts 
for perfection. It is presumed that incomplete or in- 
correct information may have been received as to the 
identity and whereabouts of some Doctors of Oste- 
opathy. Members should ¢arefully peruse the Direc- 
rorY and call attention to any inaccuracies. 

The new Directory and year book will be widely 
distributed. All members receive it as a membership 
privilege. It serves as an aid in case reference. The 
book is to be found in many libraries, and is used by 
many insurance companies, law enforcement bodies, 
including licensing boards, and by state and local 
health boards. It is also purchased by many advertisers. 

Under the able and experienced leadership of the 
Chairman of the Membership Committee, Dr. Stephen 
B. Gibbs, plans are under way to increase membership 
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in the Association and in its divisional societies. Rep- 
resentatives of that committee are active in every divi- 
sion, working with the hearty cooperation of divisional 
society officers. Every member will want to help. 

R. C. McCaucuan, D.O. 


A GOVERNOR’S MENTAL HEALTH 
CONFERENCE 

On March 3 and 4 of this year the Governor of 
California called a special Conference on Mental 
Health in Sacramento to discuss the growing problems 
pertaining to the care and handling of persons suffer- 
ing from mental or emotional ailments. The affair 
was significant and novel and was received in the 
spirit which was intended. Over 800 were present. 
The Governor showed his understanding and wisdom 
by inviting representatives of all groups and disci- 
plines who are engaged in any way with the care of 
the mentally ill. There were doctors, psychiatrists, 
psychologists, social workers, probation officers, police- 
men, attorneys, judges, clergymen, teachers, nurses, 
administrators, politicians, members of Alcoholics 
Anonymous, club women, and welfare workers. The 
osteopathic profession was represented by twenty or 
more of its members from various services, organiza- 
tions, and clinics. 

The seriousness and sincerity of those participat- 
ing indicated the gravity of the situation being con- 
sidered and their enthusiasm for the opportunity of 
telling their views. It indicated also the slow approach 
of state medicine, which, by the very immensity of 
the social needs for service, is hastened by pressing 
requirements which only government can supply. 

Out of the discussions and recommendations there 
evolved rather uniformly from each section of the 
Conference the request for more money, more build- 
ings, expansion of facilities, and more and _ better 
personnel. Everyone recognized that this would not 
solve the problems but would merely delay a crisis, 
and hence each group also requested more research. 
The keynote address stressed the relative importance 
of personnel over expansive and elaborate buildings 
and equipment. From it all, despite the stimulus and 
interest shown and notwithstanding the serious intent 
and desire of those attending, there was apparent a 
sterility of thought as to the ultimate answer. The 
Conference will serve, however, as an impetus to the 
accomplishment of what is necessary if the challenge 
it extended is to be met. 

The wisdom of osteopathic leaders, who as early 
as 1939 began setting up formal training in psychiatry 
within the profession with the organization and in- 
corporation of the American College of Neuropsy- 
chiatrists, is showing itself now. The fact that the 
profession had twenty representatives at Sacramento 
indicates the scope of osteopathic participation in the 
care of sociopsychiatric problems. This, with the 
increasing recognition being extended to those osteo- 
pathic specialists certified by the American Osteopathic 
Board of Neurology and Psychiatry, shows that the 
profession is ready to accept the responsibilities which 
this specialized knowledge and skill will bring to it. 


EDITORIALS 


Journal A.O.A. 
April, 1949 
The osteopathic profession has much to offer in 
any consideration of psychiatric problems, for it has 
very often accomplished without the benefit of large 
public subsidies as much as some very heavily finance: 
agencies. The osteopathic profession has been able to 
demonstrate that motive and incentive will frequently 
solve problems when bounty and abundance may 
stumble around with inertia. It represents in medi- 
cine a healthy competitive spirit which is the backbone 
of American society. What it has lacked in publi 
gifts it has more than compensated for in ingenuity. 
The osteopathic profession, of all branches of Ameri 
can community life, is in the best position to con 
structively criticize American medical practices. Osteo 
pathic physicians belong in any discussion of public 
health problems, for their thinking is not bound in 
by restrictive orthodoxy. 
Tuomas J. Meyers, M.A., D.O., F.A.C.N. 


HEALTH INSURANCE LEGISLATION 


From time to time THE JouRNAL has pointed ou: 
some of the influences which prompt those who per 
suade statutory and administrative lawmakers into th« 
establishment of programs of tax supported medica! 
care. It is not common knowledge that professiona! 
workers, trained in the problems of public welfare, 
have provided, out of their own growing experiences 
the information which has served as argument to thos 
lawmakers. More and more tax support is being 
accorded to necessary medical care for those who will 
not or cannot buy it for themselves. 

The February, 1949, issue of Public Welfare: The 
Journal of the American Public Welfare Association 
carries an editorial upon the subject which will be en- 
lightening. The piece is important both because of its 
content and its authoritative source. The editorial is 
presented with the permission of the publication. 

R. C. McCaucuan, D.O 


SPEAK UP 

Most citizens now agree that the people of this country, 
in naming membership for their 81st Congress, spoke plainly 
in favor of broadening and strengthening their social security 
system. As one measure after another comes up to committee 
hearings and moves on toward a final count of hands, it is 
evident that there is still opposition. Doubts and questions as 
to the need for the proposed expansion of the security laws 
are heard up and down the nation’s legislative halls. 

Why so much fuss over the health and welfare of the 
citizens of this, the wealthiest and healthiest of nations, the 
opposition asks? Why rob the individual of initiative in pro 
viding for his own well being? 

Out where the roads meet and cross on the prairies and 
in where the city traffic is thickest, public welfare workers in 
their busy rounds come face to face with the answers to thes« 
questions. They, better than any other group of citizens, are 
in a position to know the insecurities that call out to Congress 
for remedy in the law. 

Welfare workers daily meet the aged whose OASI grants 
average $25 a month over the nation. They see how inade- 
quate this check is to buy even the necessities of life for the 
elderly person who has retired. 

Those five million families still living in slums and fire- 
traps throughout the country are more than just statistical 
figures to welfare people. They have called at their cramped 
and dingy rooms and have met their children—too often, a 
second time in the juvenile courts of the land. 

Families on the minimum wage of 40 cents an hour ar¢ 
not strangers to them. Neither are the many disabled bread- 


Volume 48 DEPARTMENT OF PROFESSIONAL AFFAIRS 409 


Number 8 


winners who are unprotected by any brand of social insurance. 
They see these families struggling to maintain themselves on 
the precarious help general assistance offers with its national 
average grant of $44 a month. And they know the human 
spoilage, the unrealized potentialities involved. 

What need is there to fuss over the health and welfare 
of these people? Public welfare workers know the reasons 
why. From where we walk, we can plainly see the close link 
between the best interests of the community as a whole and 


the wellbeing of its individual citizens. We, if any, are in a 
favored position to know the answers to the doubts and ques- 
tions now heard in legislative halls. 

But, will we speak up? Will our voices be heard through 
those who represent us as law makers? Will we give the 
answers needed now for the broadening and strengthening of 
the nation’s social security system? Or will our silence help 
defeat the call of the people for a wider spread of the benefits 
democracy has to offer? 


Department of Professional Affairs 


BENJAMIN F. ADAMS, D.O. 
Chairman 
West Hartford, Conn. 


BUREAU OF PROFESSIONAL EDUCATION 
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CANCER IN THE MEDICAL SCHOOL CURRICULUM 
(4 Report from the Nationai Advisory Cancer Council)* 

Progress in medical research and in the application of new 
knowledge to the prevention, diagnosis, and treatment of dis- 
eases has brought about many changes in the relative standing 
and importance of specific causes of illness and death. Im- 
proved reporting, lowered infant mortality, and changes in age 
distribution of the population have also influenced these 
changes. Diseases which a few decades ago ranked low have 
now moved up high on the list. The places formerly held by 
pneumonia, tuberculosis, and other infectious diseases have now 
been taken by the diseases of the heart and blood vessels and 
cancer. This has resulted in a change in the ratio of types of 
service demanded of the medical profession and the type of 
education needed to prepare the physician to meet the problems 
of his day, as compared with that required in past decades. 

It has become increasingly recognized that practicing phy- 
sicians generally are insufficiently aware of the importance of 
watching for and recognizing precancerous lesions and early 
signs and symptoms of cancer, and that even in its advanced 
stages cancer may be unsuspected, and consequently the patient 
may not receive adequate treatment. Studies of delay in ob- 
taining treatment all too often point to the fact that physicians 
frequently are as culpable in this matter as are the patients. 
Informed persons wishing to protect themselves against the 
development of cancer or to take advantage of early recogni- 
tion and treatment, at present the most important elements in 
the control of the disease with existing therapeutic methods, 
may sometimes not find their physicians as alert to this fact 
as they are themselves. 

The general practitioner is the person upon whom the 
great mass of people still must rely for care in their illnesses 
and for guidance in preserving their health. As a rule, a 
patient does not consult a specialist until he is referred to one 
by his family physician. It is the family physician, usually the 
general practitioner, who has the opportunity to discover cancer 
and other diseases in their incipiency if the patient comes to 
him early or comes for periodic physical examinations, and it 
is he who has the first opportunity and the obligation to render 
service in the field of cancer prevention and detection. There 
is need for impressing these facts upon medical students. 

In a report on cancer facilities and services presented by 
a committee of the National Advisory Cancer Council in 1946, 
it was recommended that a conference of representatives re- 
sponsible for the planning of instruction in schools of medicine 
be called with a view to developing improved methods of 
teaching cancer. Accordingly, such a conference was held at 
the National Cancer Institute in Bethesda, Md., on Novem- 
ber 7, 1946. The members of the conference included 22 deans 
and professors from 14 medical schools, representatives of the 


*Adapted from a report prepared by the following committee: 
Dr. Frank E. Adair, Associate Professor of Clinical Surgery, Cornell 
University Medical College, Chairman; Dr. George M. Smith, Research 
Associate in Anatomy and Dr. Milton C. Winternitz, Professor of 
Pathology, Yale University Medical School; and Ora Marshino,, Infor- 
mation Specialist, National Cancer Institute. 


National Research Council, the American Cancer Society, the 
National Advisory Cancer Council, and others from the Public 
Health Service. It included men with long experience and 
familiarity with problems of medical education. 

The conference day was devoted to a free exchange of 
opinions and ideas. Although many related subjects were 
touched upon, the main discussion revolved around the prob- 
lems of undergraduate medical education in general, the present 
methods and shortcomings in teaching the subject of cancer, 
and suggestions concerning ways of effecting improvements. 


PROBLEMS IN MEDICAL EDUCATION 

The practical problems which medical school officials and 
faculties must face in planning the curriculum and in admin- 
istering the school were kept well in the foreground in dis- 
cussing the possibilities for improving the curriculum as it 
relates to cancer. Cognizance was taken of the already over- 
crowded medical curriculum and the pressure that is constantly 
exerted to extend the time allocated to various subjects or 
to introduce new subjects. It was pointed out that financial 
resources, the available physical facilities, the caliber of the 
men on the faculty, and the caliber of the student body must 
all be taken into consideration in meeting the requirements of 
the entire curriculum as well as work in special branches of 
medicine. 

Among the suggestions made for meeting some of these 
practical problems was the possibility of allocating the stu- 
dent’s time to the various diseases somewhat in accordance 
with their relative importance as causes of illness and death. 
Another suggestion was that the medical course be lengthened 
to 5 years, the student to be admitted to his professional 
training after 3 years of college and to receive his college 
degree at the end of his first year in medical school. Still 
another suggestion was that a different type of training was 
desirable for medical students who expect to have a career in 
research and for those who intended to practice medicine. 

It was recognized that the medical school cannot turn out 
experts in cancer or in any single branch of medicine. How- 
ever, it can turn out potential experts as a result of giving the 
student a thorough fundamental training and by so stimulating 
his interest that he will wish to continue study in his chosen 
field during his entire career. 

The underlying philosophy of medical education was so 
well expressed by one member of the conference that it seems 
worth quoting. This conferee said: 


. . . the basic problem of medical teaching is one of philosophy. 
The habit of mind imparted to a student is of far greater importance 
as a means of assuring the continuing study of disease than any 
arbitrary plan of curriculum or assignment of any arbitrary number of 
teaching hours to a subject. Within the framework of four years of 
medical instruction, courses may be shortened or lengthened, subjects 
eliminated or introduced, hours shuffled or reassigned; the result will 
largely be the same, as no medical discipline of ahy importance can 
possibly be presented in its entirety to the student or assimilated to 
any great degree by the student. There will always be a competition 
of major disciplines but that is in itself a healthy phenomenon. The 
student under these conditions does not suffer; rather he is stimulated 
to new efforts in the intellectual environment in which he learns by 
self-education to analyze, evaluate and digest scientific evidence. We 
teach a few techniques of clinical study and examination, emphasizing 
that these techniques are merely today’s tools which are useful in 
arriving at diagnoses, methods of therapy, and prognoses. As medical 
teachers we are providing in the four years only a spring-board from 
which the student may take off in his life’s career. 
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PRESENT TEACHING OF CANCER 

With but few exceptions the members of the conference 
expressed the opinion that the instruction given students in 
medical schools at present does not adequately train them to 
recognize cancer or precancerous signs and symptoms in their 
patients. In the words of one member of the conference: “The 
glaring mistakes in the diagnosis of cancer and the amount 
of valuable time lost before the thought of cancer enters the 
mind of the average man making the diagnosis are evidence 
that the subject as now taught fails to impress the student 
sufficiently.” 

Medical schools may be grouped roughly into three 
gories, with respect to their courses in cancer: 

1. Schools in which but little attention is given to cancer 
in any of the preclinical subjects other than pathology. In 
the clinical courses, the student sees such cases of cancer as 
come to the dispensary and the various clinics during the period 
of his assignment. No special effort is made to coordinate the 
teaching of cancer. 

2. Schools having approved tumor clinics available to 
students for special training in the disease, in addition to the 
instruction which they receive in cancer as it occurs in the 
preclinical courses and the various clinical departments. 

3. Schools where one or more faculty members are espe- 
cially concerned with the subject of cancer and where there is 
affiliation with an active tumor clinic in a general hospital or 
with a cancer hospital. In such schools, there is apt to be 
more emphasis upon cancer in the various departments, and 
further training may be elected by the student or even be 
required. Some schools now have cancer-detection clinics, 
which are also utilized for teaching purposes. 

Many conferees expressed the opinion that the medical 
student does not receive sufficient training in the biology of 
cancer. It was also pointed out that much that is known about 
the disease through fundamental research in nonclinical fields 
has not been incorporated in the teaching during preclinical 
and clinical years. 

Another shortcoming stressed by many conferees is that 
insufficient effort is made to correlate the scattered instruction 
the student receives in cancer in various undergraduates medi- 
cal courses. Such integration, it was felt, is essential. 

It was pointed out that students may not be required to 
attend the tumor clinics, even in schools where they are 
available. However, a large percentage of the students may 
voluntarily take advantage of the opportunity to attend the 
tumor clinic if it is well operated. One member of the con- 
ference expressed the opinion that the student may get little 
from the tumor clinic except the technique of treating more 
or less advanced cancer; whereas, if cancer is to be controlled, 
the student must be taught to recognize precancerous lesions 
and early cancer. Several conferees pointed out that the 
departments of internal medicine and preventive medicine should 
train students to do this. Some schools have found that a 
cancer-detection center not only affords the opportunity to 
teach the student to recognize early cancer or precancerous 
lesions but also to teach him the importance of cancer pre- 
vention. In one school using such a clinic as a teaching 
facility, it was found that 1% per cent of the persons exam- 
ined had malignant lesions. 


cate- 


WAYS IN WHICH THE TEACHING OF CANCER MAY BE 
MADE MORE EFFECTIVE 


The conference recognized that the medical school cur- 
riculum and the method of teaching vary from school to 
school. No single method of teaching cancer or any other 
subject can be evolved which would be uniformly acceptabie. 
It was not the purpose of the conference on the teaching of 
cancer to do this, but rather to pool ideas which, if summarized 
and made available to all medical schools, would be a source 
of suggestions applicable to their own institutions and obliga- 
tions. The main suggestions made by the conferees about 
ways of improving the teaching of cancer are summarized 
herein. 

Inherent in practically all the suggestions made was the 
recognition that the development of better teaching of cancer 
by any method requires inspirational leadership on the part of 
an individual or a committee, who will integrate the approaches 
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and activities in cancer in various departments, stimulate the 
student’s interest in cancer, and see that somewhere in his 
course cancer is presented to him in a comprehensive way 
through contact with patients in a cancer clinic or hospital 

1. A Vertical Scheme of Teaching—At present the hori 
zontal plan of teaching cancer is followed; the subject is 
presented in many departments of the medical school and in 
the clinics specializing in diseases of some particular part of 
the hody such as skin, stomach, reproductive organs, ete. 

The vertical scheme of teaching cancer would provide a 
comprehensive integrated approach to the disease itself in 
addition to the so-called horizontal instruction scattered 
through the various departments and courses of the school 
Such integrated teaching might well be done by a small stafi 
of experts in a small hospital specializing in the particular 
disease, affiliated with the medical school in the places where 
such a facility exists, or in a section of a general hospital 
where patients with cancer are or can be concentrated for 
diagnosis or for treatment. A student spending a month in 
such a ward or clinic could acquire much more useful in- 
formation about cancer than he obtains from the dissociated 
and sometimes fragmentary glimpses of the disease that he 
now gets in his experience in the different sections of the 
school and hospital. This system not only should produce 
physicians more alert to the cancer problem but also should 
make them better equipped to diagnose and treat cancer. 
More exposure to the fundamental and clinical cancer research 
activities of the medical school should also stimulate and pro- 
mote interest of the students in research. 


2. Place of Departments of Internal Medicine in Cancer 
Teaching.—At present the surgeon and the radiologist are the 
chief members of the faculty concerned with the treatment of 
cancer; the internist takes but little interest in the disease, 
with the possible exception of the blood dyscrasias. In the 
medical school, however, the surgeon is not responsible for 
the basic instruction of the medical student in physical exami- 
nation or in the basic biology of cancer, although he and the 
radiologist niay present some aspects of the subject. The 
internist is the member of the teaching faculty who has the 
grasp of the total medical problem and is the key figure in 
introducing the student to the proper methods of clinical 
study. This should make him one of the most important 
teachers in the medical school, and the problem of interesting 
the internist in cancer would seem to be desirable, if not 
essential, for the improvement of teaching in this very im- 
portant cause of sickness and death. Some of the conferees 
were of the opinion that until this was done there would not 
be very much improvement in the teaching of cancer. 

3. A Chair of Clinical Cancer—Attention was called to 
the need for medical schools to have a member of the teaching 
faculty whose primary interest is cancer and who has the 
same rank and security in his position as other professors. It 
was pointed out that one reason internists on the faculty have 
not taken an interest in cancer is because in the present set-up 
cancer does not offer them either opportunity for advancement 
or security. A teacher in any of the regular departments of 
the medical school can look forward to advancement in his 
profession. A member of the faculty specializing in cancer 
usually lacks this opportunity. 

4. An Interdepartmental Cancer Committee or a Chair- 
man of Cancer.—It was suggested that the subject of cancer 
should continue to infiltrate all departments of the medical 
school. It should be emphasized in biochemistry, physiology, 
immunology, and pathology, and perhaps in the earlier as 
well as in the later years of medical school the clinical phases 
of the disease should be presented in the living human being 
with more integration than is now practiced. 

Another suggestion somewhat along this line was that the 
total professional personnel of the medical school who are 
working on cancer should be brought together for conference 
once a month, such conferences to be directed by a faculty 
committee. Another related suggestion was that there should 
he a cancer clinic or institute in the medical school which 
would cut across departmental lines. 

5. Increased Use of Cancer Detection Centers—It was 
pointed out that a great deal is known about cancer, but ful’ 
advanfage is not taken of this knowledge. Cancer is a rela- 
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tively silent disease, often becoming manifest only in very 
late stages. This fact must be impressed upon the medical 
student. Cancer detection centers may aid in this objective, 
for they not only offer an excellent facility for teaching the 
importance of the early detection of cancer but also of the 
careful physical examinations of apparently well people. The 
value of such examinations in disclosing numerous other 
diseases in addition to cancer must not be overlooked. 


6. Greater Emphasis on Cancer Biology—There was 
eeneral agreement that the medical student should receive 
more instruction than is now given in most schools in funda- 
mental aspects of the cancer problem and present research 
approaches to the problems of growth. A small amount of 
such training would give the students better appreciation of 
research and might stimulate a few to embark on research 
careers, or at least to do some research in addition to routine 
clinical practice of medicine. 

7. The Adaptation of Plans to Individual Schools—One 
member of the conference thought such courses could best be 
achieved by bringing together those members of the faculty 
who have direct interest in one or another phase of the cancer 
problem, asking them to study the existing teaching program 
and to outline a plan adapted to the curriculum. The plan 
no doubt would call for additional personnel, and every effort 
would have to be made to have the necessary funds available 
for such requirements. Coordination of interest and activities 
would be achieved through seminars, committees, institutes, 
clinics, or cancer departments, whichever was best suited for 
the staff in the particular school. 


SUMMARY AND RECOMMENDATIONS 


In summary, it is pointed out that the diverse suggestions 
concerning improvement of undergraduate medical education 
in cancer have one common denominator. They call for the 
coordination of the cancer teaching and other cancer activities 
in the medical school through one individual, preferably of 
professorial rank. He should be a person with a broad 
knowledge of both the fundamental and clinical aspects of 
cancer; he should be fully informed concerning the personnel 
and facilities of his own institution and others in the com- 
munity so these can be properly organized both for education 
and for the furtherance of knowledge in the diagnosis and 
treatment of cancer; and he should be interested in stimulating 
the development of activities in both of these fields along the 
lines which seem most likely to achieve the desired objectives. 

Undoubtedly the success of this plan in a medical school 
will depend largely upon the cooperation given by the medical 
school organization, its officials and the staffs of the various 
departments. 

It is recognized that the commitment on the part of a 
medical school to develop research and education in the field 
of cancer is a major undertaking. In some schools such a 
commitment may necessitate additional personnel, and this in 
turn would require a larger financial outlay. 

In order to encourage plans for improving the teaching 
of cancer in medical schools, and thereby improving the medi- 
cal service to cancer patients, the National Advisory Cancer 
Council recommends : 

1. That the dean and faculty of each medical school be 
asked to review the present method of teaching cancer in their 
school. 

2. That if an integrated course in cancer is not already 
given the school consider introducing a course preferably in 
the senior year in which the pathology, physiology, and 
biochemistry of cancer are correlated with a weekly clinic 
devoted to the presentation of cancer of various sites. 

3. That they undertake to stimulate cancer research in 
their school since it is recognized that research improves 
teaching and stimulates student interest. 

4. That the United States Public Health Service consider 
ways and means of providing necessary financial assistance 
to interested medical schools prepared to undertake an inte- 
grated program of teaching cancer; that the Public Health 
Service also try to interest other agencies in giving financial 
support to such a program. A subsidy of approximately 
$10,000 to $25,000 annually for a period of years is suggested. 
The amount to be granted to an individual school would 
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depend upon the demonstrated need. It is recognized that this 
subsidy may not be adequate to cover the entire cost of the 
program in many institutions. However, it is believed that 
in such event the school should be sufficiently interested to 
secure the additional funds from other sources. 

5. That copies of this report be made available to all 
medical schools and others interested in medical education in 
cancer. 

NEW YORK APPROVAL OF KANSAS CITY COLLEGE 

The Department of Education of the State of New York 
has approved the Kansas City College of Osteopathy and 
Surgery as a registered institution for the training of osteo- 
pathic physicians. This approval dates from July 1, 1948. 


MASSACHUSETTS APPROVAL OF DES MOINES COLLEGE 

On March 24, 1949, the Des Moines Stil] College of Oste- 
opathy and Surgery received notice of approval by the Massa- 
chusetts Approving Authority. 


COMMITTEE ON SPECIAL MEMBERSHIP 
EFFORT 
STEPHEN B. GIBBS, D.O. 
Chairman 
Coral Gables, Florida 
MEMBERSHIP REPORT AS OF MARCH 1, 1949 
Membership count, February 1, 
Applications received in February, 1949. 
Graduates licensed in February, 1949 
Restored to roll, February, 1949__. 


Deaths and Resignations in February, 1949. 
Gain in February, 1949 000... 


Membership count, March 1, 1949__... 


HONOR ROLL 

Henry Hover 

Ralph Lindberg 
Dorothy J. Marsh 
Thomas G. McCleary 
Lena McCraray 
Robert D. McCullough 
Ira C. Rumney 
Ralph W. Thomas 
Walter J. Walker 
Waters 


Domenic Aveni 
E. C. Baird 
Harry A. Barquist 
John R. Benson 
Albert A. Chittenden 
J. B. Donley 
E. J. Elton 
Lloyd Goodwin 
G. Welton Gress 
Earle L. 


COUNCIL ON EDUCATION 
ROBERT B. THOMAS, D.O. 
Chairman 
Huntington, W. Va 


CORRECTION 

In the editorial, “Council on Education,” which was 
printed on pages 340° and 341 of the March JourNnat, there 
was a misstatement concerning the Bureau of Hospitals. The 
sentence beginning at the bottom of page 340 and ending on 
page 341 should have read as follows: “The Bureau of Hos- 
pitals has been particularly concerned with the teaching pro- 
gram provided to interns and residents in osteopathic hospi- 
tals.” We regret the error 


ATTEND THE FIFTY-THIRD ANNUAL CONVENTION 
of the 
AMERICAN OSTEOPATHIC ASSOCIATION 


ST. LOUIS 
JULY 11-15, 1949 
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Laguna Beach, Calif. 


BUREAU OF PUBLIC EDUCATION ON HEALTH 
JOHN P. WOOD, D.O. 
Chairman 


Birmingham, Michigan 


SOUTH DAKOTA PASSES NEW LAWS REGULATING 

THE PRACTICE OF MEDICINE AND OSTEOPATHY 

On February 23, 1949, South Dakota enacted into law 
House Bill No. 217 to govern the practice of medicine and 
osteopathy. The major departures from the previous laws are 
the repeal of the independent osteopathic and medical laws and 
the establishment of a new Medical and Osteopathic Act ad- 
ministered by a composite board of four Doctors of Medicine 
and one Doctor of Osteopathy, authorized to grant osteopathic 
and allopathic physicians who fulfill the prerequisites, the 
right to practice medicine, surgery, and obstetrics. 

Since 1907, the State Board of Osteopathic Examiners has 
licensed osteopathic physicians to practice osteopathy as taught 
in the standard colleges of osteopathy. By way of limitation 
the statutes expressly prohibited osteopathic physicians from 
performing major operations, but in other regards osteopathic 
physicians were entitled to all privileges granted other physi- 
cians. Statistics prove that in 1910 there were sixty-three (63) 
osteopathic physicians in South Dakota but in 1949 there were 
only fifty-seven (57). These figures indicate that the above 
limitation on osteopathic physicians and surgeons has dis- 
couraged their entry into South Dakota. One apparent reason 
for the passage of this law was to encourage more osteopathic 
physicians and surgeons to enter South Dakota to help allevi- 
ate the urgent need for trained and skilled physicians in that 
area. 


The new board is named the “South Dakota State Board 
of Medical and Osteopathic Examiners.” Applicants for a 
license to engage in the practice of medicine or osteopathic 
medicine, surgery, or obstetrics in any of their branches must 
make application to this board. Prior to licensure, an applicant 
must pass the basic science examination, present a diploma to 
the board, indicating that he is a graduate of a reputable, 
approved medical or osteopathic college, and present evidence 
of completion of an internship. The Board is granted the right 
“to make such rules and regulations as are reasonably necessary 
to carry out and make effective the provisions of this chapter.” 

The law provides that no osteopathic or medical college 
or standard hospital approved by the Official National Organi- 
zation representing a school of medicine or osteopathy 

. « « Shall be denied approval without a hearing by the Board, 
and the Board may for the purpose of such hearing inspect such 
school of medicine or osteopathy; provided such hearing and inspec- 
tion shall be held within ninety days after a request therefor. 
The law defines an “Official National Organization” represent- 
ing a school of medicine or osteopathy as: 

. that organization to which the majority of the practitioners 


of a " school of medicine or osteopathy holding membership in a pro- 
fessional organization belong. 


It is to be noted that these provisions will serve the public 
interest because they relieve the Board.of the burden of in- 
specting schools, colleges, and hospitals and yet, permit au- 
thority to be retained by the Board to deny approval of any 
school, college, or hospital after a hearing if it deems fit. The 
law does not require 2 years preprofessional training prior to 
matriculation in an approved medical or osteopathic college; 
however, inasmuch as the minimum standards of education 
established by the Bureau of Professional Education and Col- 
leges of the American Osteopathic Association and the Council 
on Medical Education and Hospitals of the American Medical 
Association require a minimum of 2 years preprofessional 
training for matriculation in an approved college, the law will 
operate so as to require such education. 

Section 5 states that: 

The examination required by this chapter must be in writing. 


The questions on all subjects shall be such as are answered alike 
by all schools of medicine. . . . No license shall be refused any appli- 


cant because of his adherence to any particular school of medicine. 
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Each applicant shall be required to attain an average percentage of at 
least seventy-five per cent of correct answers. 

Applicants must pass an examination in the following sub- 
jects: 

Anatomy, physiology, chemistry, pathology, therapeutics, prac 
tice of medicine or osteopathic medicine, surgery, obstetrics, gynecol 
ogy, diseases of the eye and ear, nose and throat, bacteriology, medical 
jurisprudence, and such other branches as the Board may deem ac 
visable. 

In addition, applicants trained “in osteopathic medicine shal! 
take an additional examination in the application of osteo- 
pathic fundamentals.” 

The applicant must prove that “he has served as an intern 
in a thoroughly equipped standard hospital approved by the 
Board, for such time as the Board may by regulations legally 
provide.” This internship provision is unusual in that complete 
authority is delegated to the Board to establish the length of 
such internship, no legislative standard being enumerated. In 
most states where an internship is required, the statutes specify 
the duration. 

Upon passing the examination and successfully meeting 
the other pre-requisites, the Board is to grant a license to 
practice medicine or osteopathic medicine, surgery, and ob- 
stetrics in all its branches without limitation. It is to be made 
clear on the face of each license whether the individual is 
licensed to practice medicine and surgery or osteopathic medi- 
cine and surgery. The consent of a majority of the board is 
necessary to the issuance of any license. 

Section 3 of the new law exempts physicians and surgeons 
and osteopathic physicians legally licensed in the state at the 
effective date of this law from the provisions of the new law 
except for the provisions in regard to the revocation of 
licenses, and concerning the use of the word “doctor” as pro- 
vided by Section 13. Section 13 states that: 

No person practicing any of the healing arts shall use the title 
Doctor or any contraction thereof, in connection with his business 
or profession, or any written or printed material, or in connection 
with any advertising, unless he add after his name the recognized 
abbreviation or specification of the branch of the healing art in which 
he is licensed to practice and is engaged. 

This section is in accord with the recent amendments to the 
Code of Ethics of the American Osteopathic Association re- 
lating to designation of school of practice. 

It is significant to note that previously licensed osteopathic 
physicians are not authorized to perform major operations 
under the new law. Section 4 of the law limits physicians 
and surgeons, osteopathic physicians, and osteopaths licensed 
at the effective date of the law to the scope of practice per- 
mitted at the time their licenses were issued. These persons 
must meet the same requirements as new applicants in order 
to receive the new license. 

The new law provides for reciprocity by authorizing the 
Board to issue a license without examination to any applicant 
holding a license or certificate issued by the “examining board 
of the District of Columbia, or any state or territory of the 
United States, or the National Board of Medical Examiners, 
or the National Board of Osteopathic Physicians and Sur- 
geons,” provided that “the legal requirements of such examin- 
ing board at the time of its issuing such license or certificate 
shall be in no degree or particular less than those of this state 
at the time when such license is presented for registration.” 
The law incorrectly designates the name of the National Board 
of Examiners for Osteopathic Physicians and Surgeons. The 
law also contains a retaliatory clause so that reciprocity may 
be granted only to applicants from states which accept and 
register licenses issued by the South Dakota State Board of 
Medical and Osteopathic Examiners. 

Standard provisions in the law authorize the Board to 
refuse to grant a license for unprofessional, immoral, or dis- 
honorable conduct on the part of the applicant. The Board 
also has the power to revoke the license of any physician or 
surgeon or osteopathic physician or surgeon if he is found 
guilty of unprofessional, immoral or dishonorable conduct, or has 
been convicted of a felony. The law specifically enumerates 
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what is meant by the phrase “unprofessional or dishonorable 
conduct.” No license’is to be revoked without a hearing. Any 
appeal from the decision of the Board may be taken to the 
Circuit Court of the county where the person whose license 
or certificate is cancelled resides. Licenses to practice as pro- 
vided by the law are to be recorded in the office of the regis- 
trar of deeds in the county where the physician resides and is 
engaged in practice. 


For any physician who wishes to practice as an itinerant 
physician, it is necessary to secure an_additional license by the 
payment of the sum of one thousand dollars per annum. The 
high fee involved in securing such a license makes practice as 
an itinerant physician unlikely. 


It is pertinent to note that the new law also repeals the 
annual re-registration law enacted in 1943 requiring attendance 
for at least 2 days at the annual educational program of the 
South Dakota Osteopathic Association or its equivalent of all 
licensed osteopathic physicians as a prerequisite for registra- 
tion. No similar provision was re-enacted in the new law. 

The new law recognizes the high standards of education 
and training maintained in both medical and osteopathic col- 
leges and the quality and thoroughness of internships received 
in both medical and osteopathic -hospitals. It permits the 
Board to issue licenses to practice medicine or osteopathic 
medicine, surgery, and obstetrics in all its branches without 
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limitation to any applicant from an osteopathic or medical 
school who can meet the qualifications. Recent graduates of 
medical and osteopathic colleges are thus encouraged to enter 
South Dakota where they can now practice without limitation 
in a manner commensurate with their knowledge, education, 
and ability. Unfortunately, adequate provision does not appear 
to have been made for the acquisition of the new license by 
competent and qualified practitioners who graduated at a time 
when the present high standards were not required for 
licensure. 

South Dakota has taken a forward step in an effort to 
alleviate her shortage of qualified physicians. 

Another bill, House Bill No. 271, designed to encourage 
more physicians to enter South Dakota became law on 
March 2, 1949. It provides for the issuance of temporary 
licenses to practice medicine, surgery, and obstetrics in all 
their branches. An applicant for such a license must have 
complied with the basic science law and the provisions of 
House Bill No. 217, with the exception that it is not necessary 
for him to show that he is a graduate of a medical college 
recognized by the Board and that he has completed his intern- 
ship in a standard hospital approved by the Board. The tem- 
porary license issued is only valid for a maximum of 4 years 
and the area in which this licensee may practice is limited by 
the Board to that portion of the state where an urgent need 
for a physician and surgeon exists. 


Department of Public Relations 


CHESTER D. SWOPE, D.O. 
Chairman 
Washington, D. C. 


COUNCIL ON EMERGENCY MEDICAL SERVICE 

The appointment of the following Committee on Emerg- 
ency Medical Service has been announced by President 
Stephen M. Pugh: Chairman, C. D. Swope, Washington, 
D. C.; S. M. Pugh, Everett, Wash.; H. Dale Pearson, Erie, 
Pa.; John P. Wood, Birmingham, Mich.; R. C. McCaughan, 
Chicago; J. O. Watson, Columbus, Ohio; and Glen D. Cayler, 
Los Angeles. 


BILLS IN CONGRESS 

HR. 782—Mr. Dawson of Illinois. Constitutes the 
Federal Security Agency a Department of Welfare. Fav- 
orably reported to House February 15, 1949. 

HR. 2567—Mrs. Douglas of California. Extends dura- 
tion and increases appropriations under Hill-Burton Hos- 
pital Construction Act. 

HR. 2645—Mr. Forand of Rhode Island. Public Wel- 
fare Act of 1949. Provides for Federal sharing in medical 
services expense under public assistance program under 
the Social Security Act. 

HR. 2751—Mr. Biemiller of 
National Science Foundation. 

HR. 2892—Mr. Doughton of North Carolina. Public 
Welfare Act of 1949. Provides for Federal sharing in 
medical services expense under public assistance program 
under the Social Security Act. Extends coverage to 
needy persons generally. 

HR. 2893—Mr. Doughton of North Carolina. 
Security Amendments of 1949. 

HR. 2969—Mr. Grant of Alabama. 
narcotic laws to include benzedrine. 

HR, 3025—Mr. Patten of Arizona. Extends duration 
and raises appropriations under Hill-Burton Hospital Con- 
struction Act. Provides for studies concerning use of 
hospitals. 

HR. 3033—Mr. Bennett of Michigan. Social Security 
Act Amendments of 1949, relating to Federal old-age and 
survivors’ insurance system. 

HR. 3070—Mr. Werdel of California. 
Burton Hospital Construction Act. 

HR. 3089—Mr. Ford of Michigan. 


Wisconsin. Establishes 


Social 


Extends Federal 


Amends Hill- 


Extends coverage 
of Federal old-age and survivors’ insurance system to the 
self-employed. 


HR. 3092—Mr. Harris of Arkansas. Raises registra- 
tion fee of pediatrists in District of Columbia. 

HR. 3095—Mr. Kelley of Pennsylvania. Establishes 
Federal Commission on Services for the Physically Han- 
dicapped. Transfers Office of Vocational Rehabilitation 
to the Commission. 

HR. 3143—Mr. Brown of Georgia. Same as HR. 3095. 


HR. 3147—Mr. Eberharter of Pennsylvania. Extends 
coverage of Federal Unemployment Tax Act and Federal 
Insurance Contributions Act to employees of religious, 
charitable, scientific, literary, and educational institutions. 

HR. 3148—Mr. McMillan of South Carolina (by re- 
quest). Amends D. C. Optometry Act to declare optometry 
a profession. 

HR. 3188—Mr. Kennedy of Massachusetts. 
HR. 3095. 

HR. 3191—Mr. Lesinski of Michigan. Federal Em- 
ployees’ Compensation Act Amendments of 1949, 

HR. 3208—Mr. Rankin of Mississippi (by request). 
To provide a more accurate nomenclature for certain 
classes of persons specified in the Act to establish a De- 
partment of Medicine and Surgery in the Veterans Admin- 
istration. Amends Sections 4 and 6 of the Act by substitut- 
ing for the words “doctors, dentists, and nurses,” the words 
“doctors of medicine, doctors of dental surgery or dental 
medicine, and nurses.” 

HR. 3209—Mr. Rankin of Mississippi (by request). 
To provide for the appointment of dental specialists in 
the Veterans Administration. Amends Section 8 (a) of 
the VA Medicine and Surgery Act by substituting the 
words “doctor of medicine” for the word “doctor.” 

HR. 3217—Mr. Van Zandt of Pennsylvania. Same as 
HR. 3095. 

HR. 3238—Mr. Holifield of California. Authorizes all 
Federal agencies to donate surplus properties for educa- 
tional purposes. 

HR. 3258—Mr. Biemiller of Wisconsin. Establishes a 
National Cerebral Palsy Institute in the Public Health 
Service. 

HR. 3264—Mr. Wheeler of Georgia. Authorizes the 
Veterans Administration to reimburse States for services 
in ascertaining qualifications of educational institutions 
furnishing the training. 


Same as 
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HR. 3292—Mr. Heffernan of New York. Same as HR. 
3095. 

HR. 3293—Mr. McMillan of South Carolina. Amends 
D. C. Optometry Act relating to advertisements and ex- 
emptions. 

HR. 3333—Mr. Fogarty of Rhode Island. Federal 
Security Appropriation Act. Reenacts limitation against 
Children’s Bureau activities as follows: “Provided, That no 
part of any appropriation contained in this title shall be 
used to promulgate or carry out any instruction, order, or 
regulation relating to the care of obstetrical cases which 
discriminate between persons licensed under State law to 
practice obstetrics: Provided further, That the foregoing 
proviso shall not be so construed as to prevent any patient 
from having the services of any practitioner of her own 
choice, paid for out of this fund, so long as State laws are 
complied with: Provided further, That any State plan 
which provides standards of professional obstetrical serv- 
ices in accordance with the laws of the State shall be 
approved.” Passed House March 9, 1949. 

HR. 3339—Mrs. Douglas of California. Same as HR. 
3095, 

HR, 3347—Mr. Smith of Virginia. District of Columbia 
Sales Tax Act. Exempts sales of medicines, pharmaceuti- 
cals, and drugs made on prescriptions of duly licensed 
physicians and surgeons and general and special practi- 
tioners of the healing art. Favorably reported to House 
March 11, 1949. 

HR. 3424—Mr. Sadowski of Michigan. Same as HR. 
3095. 

HR. 3449—Mr. Walsh of Indiana. To establish in the 
Veterans’ Administration a Department for the Cure of 
Alcoholism. 

HR. 3479—Mr. Rivers of South Carolina. 
relating to Army Dental Corps. 

HR. 3490—Mr. Tollefson of Washington. 
HR. 3095. 

H.J.Res. 103—Mr. Javits of New York. Designating 
the week of February 14 in each year as National Heart 
Week. 

H.J.Res. 105—Mr. Judd of Minnesota. Same as H.J.Res. 
103. 

H.]J.Res. 
H.J.Res. 103. 


Amends law 


Same as 


106—Mr. Priest of Tennessee. Same as 


THE ROLE OF EMOTION IN THE ONSET AND 
COURSE OF DIABETES 

According to George E. Daniels, M.D., writing in the 
September-October, 1948, issue of Psychosomatic Medicine, our 
present state of knowledge of diabetes mellitus is such that 
we have not been able to bridge the gap between the grow- 
ing volume of literature on personality and neurotic manifes- 
tations and that on important physiologic discoveries. It is im- 
perative, however, to find out periodically how far we can go 
in establishing the connecting link. Observations point in some 
cases to a correlation between depression or conversion symp- 
toms and increased sugar, and between exhilaration and anxiety 
symptoms and a temporary clearing of or decrease in sugar. 

It is an open question whether diabetes is reversible—or 
whether reversible hyperglycemia is diabetes. Menninger re- 
ported 5 cases in which hyperglycemia appeared following ob- 
vious psychopathology and in which improvement of the men- 
tal status was paralleled by decreased glycemia and glycosuria. 
With mental recovery, the diabetic condition cleared, requiring 
neither insulin nor a rigid dietary treatment. Menninger main- 
tains that irreversibility is not necessarily the deciding factor 
in diagnosing diabetes. 

There is a growing body of case material which favors 
considering emotional factors significant in the etiology of 
established diabetes. While there may be a few cases in which 
a sudden emotional shock appears important, in most pertinent 
cases in civilian life the diabetes develops in a setting of sus- 
tained conflict. This most often revolves about sexual prob- 
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H.Res. 125—Mr. Buchanan of Pennsylvania, Authorizes 
Congressional investigation of lobbying. 

H.Con.Res. 29—Mr. Beall of Maryland. Authorizes 
Public Health Service research into chronic illness. 

S. 247—Mr. Thomas of Utah, and others. National 
Science Foundation Act of 1949. Favorably reported to 
Senate March 3, 1949. 

S. 1066—Mr. Sparkman of Alabama, and others. Same 
as HR. 3095. 

S. 1106—Mr. Lodge of Massachusetts. Amends the 
Public Health Service Act for Federal grants to States 
for furnishing expensive medical services and medicines 
free to such persons as may require them. 

S.Res. 16—Mr. Langer of North Dakota. Would 
authorize Senate Committee to study problem of institut- 
ing hospitalization program for government employees. 


SEIZURE OF SYRUP OF URETHANE 

The Federal Security Administration’s Food and Drug 
Administration is making seizure of Syrup of Urethane. This 
is a cough syrup manufactured by Marvin R. Thompson, Inc 
Stamford, Conn. Physicans, pharmacists, and consumers ar 
warned that the administration of urethane in the quantit 
recommended on the label may cause a dangerous lowerin: 
of the white blood cell count. This leaves the patient mor 
liable to infection from disease germs. Individuals sufferin: 
from coughs are likely to have accompanying infections. 

While urethane came into use as a sedative about a cen 
tury ago, recent medical studies clearly demonstrate its poten- 
tial danger when used as directed in the labeling of thi 
syrup. However, when use of urethane is discontinued th« 
white blood cell count ordinarily returns to normal in a short 
time. 

More than 2300 gallons of Syrup of Urethane have been 
distributed in about 34,000 packages ranging in size from 
14 oz. physician’s samples to gallon bottles. The product has 
gone throughout the country to physicians, wholesale drug 
gists, and retail pharmacists. 

When seizure actions were commenced the manufacturers 
started to recall Syrup of Urethane from the market. Thx 
manner and extent of distribution are such that neither th« 
manufacturer nor federal, state, and local health offices wil! 
be able to locate all bottles promptly. 
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lems; it may follow death of a close relative or love object; 
or, as pointed out by Dunbar, it may develop after a prolonged 
period of grinding work and frustration with little hope for 
relief. Unconscious factors are usually very significant and 
failure to recognize these has misled many investigators. 

Serious consideration of emotional conflict in the etiology 
of diabetes does not necessitate discarding facts relating either 
to heredity or obesity, as both appear of great clinical im- 
portance and must be included in any calculation. 

The fact that heredity plays a definite part in a met- 
delian sense in the appearance of a disease does not rule out 
other precipitating factors. Infection, obesity, and emotional 
conflict would appear te be important in changing latent into 
manifest diabetes, according to M. Schur. It is obvious that 
the ultimate understanding of the effect of emotional influences 
in diabetes will rest on our elucidation of the neuroendocrine 
mechanisms involved. 

Another route calling for consideration in the etiology of 
diabetes would be through the vago-insular system. Vagal 
predominance might conceivably wear out the insulin-produ 
ing glands by continued stimulation. This could operate in 
patients with a prodromal hyperinsulinism. It is questionable, 
however, whether this is more important than the adrenali: 
effect as a causative factor. 

In summarizing Daniels states that it has been definite! 
established that emotions play a part in the fluctuation « 
sugar level in diabetes. There is also considerable growin: 
evidence that such factors may be important in the precip 
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tation of the disease. This conclusion would not leave out of 
consideration known hereditary factors and the role of obesity. 
An attempt has been made to explore some of the neuroendo- 
crine mechanisms through which emotional factors may find 
expression. Of special significance would appear to be the 
anterior pituitary, but as yet the degree to which it is sub- 
ject to psychologic influences is undetermined. Also of par- 
ticular interest in this and other psychosomatic conditions, such, 
as hyperthyroidism, are the pathways from the cortex to the 
autonomic centers and endocrine glands regulating metabolism. 
Davip H. Payne, D.O. 


PSYCHOSOMATIC STUDIES OF CHILDREN WITH 
ALLERGIC MANIFESTATIONS 


Writing in the September-October, 1948, issue of Psycho- 
somatic Medicine, Hyman Miller, M.D., and Dorothy W. 
Baruch, Ph.D., present the first study of a series dealing with 
psychosomatic studies of allergic children. It deals particu- 
larly with the problem of maternal rejection. 

The choice of children for this study was made on the 
basis of their having clinical symptoms of asthma, hay fever, 
eczema, or urticaria. A basic premise of this paper is that 
psychologic elements do not produce immunologic allergy 
which is defined as a constitutional state identified by the 
presence of reagins. A second basic premise is that such 
symptoms, as asthma, hay fever, eczema, and urticaria, often 
have nothing to do with immunologic allergy. They are fre- 
quently present in persons who are not immunologically aller- 
gic. They may be elicited not only by the antigen-reagin 
reaction of immunologic allergy, but by nonallergic mechan- 
isms, such as infections, mechanical, chemical, and radiant 
trauma or by psychologic conflicts. All of these elements may 
act as insults to the organism and may precipitate the symp- 
toms of clinical allergy. The third basic premise is that psy- 
chologic factors can precipitate, aggravate, or prolong the 
somatic symptoms of clinical allergy and that they can pre- 
vent medical treatment from being effective. 

For the purposes of this study, the rejecting mother is 
defined as one whose behavior toward the child is such that 
she consciously or unconsciously has a desire to be free 
from the child and considers it a burden. A further criterion 
used was that the rejection be expressed verbally by the 
mother. 

The 63 allergic children included in this study all came 
to the allergist (H. Miller) for the relief of symptoms of 
clinical allergy. Every new allergic child over a 2-year period 
was referred to the psychotherapist (D. W. Baruch) for psy- 
chological diagnosis as part of the general work-up. The 
present sample includes all the cases in which the parents 
were willing to cooperate. The 37 nonallergic children in the 
control group were referred during the same period to the 
psychotherapist for diverse problems. 

Psychologic data was obtained in both groups from two 
major sources: (1) interviews with the mother and often also 
with the father and (2) a diagnostic session with the child. 

A study of unselected children in the general public school 
population indicated that maternal rejection was considered a 
factor in 6 per cent and was considered probable in 7 per cent 
more. 

In the present study, the incidence of maternal rejection in 
the nonallergic group was found to be in fair agreement with 
these figures. Nine out of 37, 24.3 per cent, gave evidence of 
maternal rejection. Among the allergic children, however, a 
striking difference was evidenced: maternal rejection occurred 
in 62 out of the 63 cases. In other words, 98.4 per cent of the 
allergic children were rejected chi!dren. 

Thus, it can be said that maternal rejection appears to 
be an important factor in the personality and somatic symptom 
patterns of the clinically allergic child. 

Etsa L. Jounson, D.O. 


NEWER ASPECTS OF PEPTIC ULCER THERAPY 


A. H. Aaron, M.D., and others state in the Journal of the 
American Medical Association, February 19, 1949, that so 
much investigative work is being done in the ulcer problem 
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and the resulting changes in diagnosis and treatment are so 
great that it frequently becomes necessary to stop and consider 
what this progress means to the practitioner who must apply 
the advanced knowledge and methods in the treatment of 
patients. Their article is devoted to a description of recent 
advances and an analysis of the present status of ulcer therapy. 


There is still rather general agreement that peptic ulcer 
is directly related to the presence of hydrochloric acid and 
pepsin in appreciable amounts in the gastric contents, and, 
although other etiologic factors are under investigation, therapy 
is still based on control or prevention of acidity by antacid 
or surgical methods. 

Surgical vagotomy is now recognized by many workers 
to produce the following desirable effects: relief of pain, 
transitory reduction of volume and concentration of acid, 
alteration in tone, and possible elimination of some factor 
which originates centrally and is mediated over vagal path- 
ways; the last three effects influence ulcer healing. Medical 
vagotomy attempts to secure similar results by blocking these 
pathways by adequate doses of drugs of the belladonna 
group; this must be supplemented with education in the role 
of fatigue, worry, anxiety, frustration, and fear in increasing 
gastric secretion and altering motility and tone. It is generally 
conceded that 85 per cent of all peptic ulcers will respond to 
acid-pepsin control in conjunction with medical vagotomy 
(there will also be recurrence in about 60 per cent of cases). 
Direct control of acid-pepsin factors is accomplished by use 
of antacids and a bland diet. The ideal antacid would be 
easy to take, nonliquid, nonconstipating, and of prolonged 
effect; none yet available has all the desirable characteristics, 
but calcium carbonate seems to be most nearly ideal. Timing 
is the most important factor in its use; 0.6 gram should be 
given 1, 2, and 3 hours after each meal and at bedtime. The 
bland diet should be generous and should contain liberal 
amounts of acid-counteracting substances and fats, which per- 
haps diminish gastric secretion of acid by elaboration of 
enterogastrone. 

Prophylactic principles have not been utilized as fully as 
they should be in the ulcer problem. A person who is ex- 
pected to be exposed to emotional strain should have a 
thorough grounding in the importance of emotional factors 
in the development of ulcer; adequate doses of belladonna 
alkaloids or barbiturates should be given on the slightest 
indication of return of symptoms to a patient who has ever 
had ulcer; such patients should not use alcohol and should 
use coffee and tobacco sparingly; they seem particularly prone 
to recurrence of ulcer at the times of the equinoxes (reason 
unknown !). 


The authors agree with an opinion expressed by Palmer 
and Pollard that results with enterogastrone have not been 
better than those obtained with conventional medical treatment. 

Surgical treatment of peptic ulcer should have for its 
aim the reduction of the acid-pepsin factor to as near per- 
manent gastric anacidity as possible. This is best accomplished 
by high gastric resection, including the first portion of the 
duodenum and 80 per cent of the stomach, with a Polya type 
or restoration of continuity ‘of the gastrointestinal tract. By 
this procedure the acid-secreting and the hormone-secreting 
areas of the stomach are removed, gastric acidity can be 
neutralized by the alkaline jejunal contents, and pooling of 
food and gastric contents is prevented. In a series of 153 cases 
of severe ulcer reported from the Buffalo General Hospital, 
good or excellent results were obtained in 90 per cent by 
this procedure. 

The authors believe that if a patient with gastric ulcer 
is not free from symptoms and does not present roentgenologic 
evidence of complete healing within 4 weeks operation should 
be done. Other recent authors have recommended an imme- 
diate surgical attack on gastric ulcer, reserving medical treat- 
ment for young patients in whom the ulcer is small and on 
the lesser curvature or the posterior wall. For patients with 
massive hemorrhage, conservative measures should be tried 
and multiple transfusions given; as much as 2,000 cc. of blood 
should be given in an hour and the procedure continued for 
3 hours. If there is no improvement by this time, operation 
should be done immediately; if there is improvement at the 
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end of 3 hours, treatment is continued for another 3 hours 
and then discontinued. If massive bleeding continues, opera- 
tion is done at once; if there is no evidence of massive bleed- 
ing, medical management is continued. 

Surgical vagotomy seems to be of value in treatment of 
marginal ulcers, but the authors feel that its superiority over 
gastric resection in other types of ulcer remains to be proved. 


METASTATIC TUMORS OF THE CENTRAL 
NERVOUS SYSTEM 


George Wilson, M.D., and Charles Rupp, M.D., report 
in the American Practitioner, February 1949, a review of 210 
cases of metastatic cancers of the central nervous system 
studied in the Laboratory of Neuropathology of the Philadel- 
phia General Hospital. In 42 cases cerebral involvement was 
the only evidence of metastasis; in 53 cases central nervous 
system metastases were limited to the spinal meninges; and 
in 115 cases central nervous system involvement was only a 
part of a generalized metastatic spread. 

In only 19 of the 42 cases in which cerebral involvement 
was the only evidence of metastasis was the true nature of 
the lesion suspected before autopsy. In this group signs and 
symptoms of cerebral dysfunction dominated the clinical pic- 
ture, and asthenia, cachexia, and signs and symptoms referable 
to the primary cancer were either absent or inconspicuous. 
There was no characteristic neurologic syndrome, and the 
central nervous system manifestations were of no help in 
establishing the correct diagnosis. The metastatic lesions 
were often large and sometimes multiple, whereas the primary 
lesion was found only after diligent search or not at all. The 
most frequent site of the primary lesion was the bronchus or 
lung, but cancers of the breast, liver, uterus, or ovary, neuro- 
genic tumors of the adrenal glands, and sarcomas also gave 
rise to intracranial metastases. The intracerebral metastases 
were found in all areas of the cortex, cerebellum, and brain 
stem. 

In the 53 cases in which metastatic involvement was lim- 
ited to the spinal meninges, the clinical picture was generally 
that of transverse myelopathy. Pain was the initial symptom 
in 40 cases; it was usually limited to the back, was more or 
less constant, and in some cases it was aggravated by cough- 
ing, sneezing, and motion. Frequently it was followed by 
progressive paralysis leading to complete paraplegia. In 7 
cases pain was completely absent, the initial symptoms being 
weakness, paralysis, or bladder disturbances. As in the cases 
with intracranial metastases, symptoms and signs referable to 
the spinal lesion preceded symptoms and signs referable to 
the primary neoplasm, except when the primary tumor was 
in the breast or in the blood-forming organs. In 22 cases, 
however, although there were no symptoms or signs referable 
to the primary tumor, cachexia and weight loss offered a clue 
to the metastatic nature of the disorder. The most frequent 
sites of the primary neoplasm were the prostate, lungs, kidneys, 
and blood elements. Generally the spinal metastases were part 
of a generalized carcinomatosis, but in a few cases of primary 
bronchogenic tumor no other metastatic focus could be found. 
In only 2 cases did the tumor directly invade the spinal cord. 
Usually a metastatic focus in the body of a vertebra extended 
to the epidural space, obliterating the epidural venous plexuses 
and surrounding structures passing through the intervertebral 
foramina. The epidural mass was rarely extensive enough to 
compress the cord, and in no case was there mechanical 
compression due to collapsed vertebrae. The cord itself usually 
showed extensive confluent areas of myelomalacia. 

In the largest group of cases, in which the central nervous 
system involvement was part of a generalized metastatic 
spread, diagnosis of the nervous system lesion was less diffi- 
cult. Wasting and cachexia, as well as signs and symptoms 
referable to the primary lesion, were more frequent; but even 
in 24 per cent of patients in this group, neurologic changes 
were the first clinical manifestations of the disease. They 
were of no characteristic pattern, but focal signs predominated. 
Metastatic nodules, generally multiple, were found widely 
disseminated throughout the brain and cerebral and _ spinal 
meninges, but signs of increased intracranial pressure occurred 
in less than 10 per cent of cases. The most frequent primary 
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sites were the lungs, bronchi, breast, prostate, and blood 
forming organs. 

Therapeutically, nervous system metastases are not prom- 
ising, and usually treatment can be only palliative. However, 
if a solitary intracerebral lesion is the only metastatic focus, 
surgical intervention may be justified. 


NUTRITIONAL ASPECTS OF 
SURGICAL THERAPY—DIERDORFF 
(Continued from page 406) 


multiple vitamin capsules daily. The successful out- 
come of this case was dependent as much upon the 
nutritional response of the patient as upon the surgical 
technic. Osteopathic manipulative treatment contributed 
to the recovery of this patient, by lessening the nervous 
tension and stimulating circulation, so that nutritional 
absorption was accelerated. 


CONCLUSIONS 


1. Most normal individuals are endowed with suf- 
ficient reserves to carry them through average surgical 
incidents with little hazard. 

2. Patients with high metabolic rates require spe- 
cial fortification of carbohydrate reserves in order to 
counter the accelerated metabolism incident to the sur- 
gical procedure. 

3. The debilitated or undernourished patient re- 
quires a longer period of preoperative nutritional care 
to correct hypoproteinemia and vitamin deficiency. 


4. The principle of postoperative nutritional car 
is to fulfill the patient’s normal desires as soon as 
possible. 


5. Hypoproteinemia causes a prolonged lag pe- 
riod, a slowed proliferative period, and the delay of 
final healing. Maintaining nitrogen balance in preop- 
erative as well as postoperative care will aid in lowering 
surgical morbidity and mortality. 


6. Proper evaluation of electrolytic balance of the 
postoperative patient must be made. Excessive saline 
infusions may be hazardous. The weighing scale is im- 
portant in evaluating the status of hydration. 


7. Reasonable amounts of carbohydrates, with 
sufficient insulin for oxidation, are advisable for dia- 
betic patients who require surgery. 


_ 8. A high vitamin B and maximum protein intake 
is important in consideration of the hepatic surgical 
patient. 


9. Osteopathic manipulative therapy is important 
to the surgical patient in aiding nutritional absorption 
by lessening nerve tension and circulatory stasis. 
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